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Introduction
INTRODUCTION TO THE PORTFOLIO
This portfolio contains work completed over the three years of the course. The 
academic chapter comprises of five essays which cover both core and specialist 
topics. The clinical chapter contains the details o f all the placements undertaken 
and five summaries o f formal clinical case reports. The five formal case reports, 
clinical activity log books and evaluation forms are submitted in a separate 
confidential volume. The research chapter comprises o f a literature review 
completed in Year I, research on placement and a small scale project completed 
in Year II and a large scale research project completed in Year III.
The work in each chapter is presented in the sequence in which it was completed 
in order to show the developmental nature o f the course.
Academic Chapter
ACADEM IC CHAPTER
Academic Chapter: Adult Mental Health Essay
ESSAY 1: ADULT MENTAL HEALTH
Therapy outcome studies suggest that cognitively based interventions are more 
effective than behavioural interventions as treatment for anxiety disorders. Discuss
in relation to panic disorder.
Completed in Year 1
Academic Chapter: Adult Mental Health Essay
Introduction
Clark (1986) describes a panic attack as consisting of an intense feeling of 
apprehension or impending doom which is of sudden onset, and which is associated 
with a wide range o f distressing physical sensations including palpitations, chest pain, 
choking, dizziness, hot and cold flushes and many more. Attacks are also 
accompanied by characteristic thinking patterns, including a fear of dying, a fear o f 
losing control, or a fear o f embarrassment (Rapee, Mattick and Murrell, 1986). Panic 
attacks may be unexpected (spontaneous) or they may be cued by a feared situation 
(Clark, 1986). Attacks usually last minutes, more rarely hours (Lindsay, 1987).
In recent years panic disorder has become a major focus of psychopathology and 
treatment research (Magraf, Barlow, Clark and Telch, 1993). The prevalence, 
severity, and long-term effects o f this disorder (Magraf, Barlow, Clark and Telch,
1993) have led to considerable attention being focused on the treatment of panic 
disorder (Beck, Stanley, Baldwin, Deagle and Averill, 1994).
Despite the effectiveness of medications in treating panic disorder (Noyes, Anderson, 
Clancy et al, 1984; Ballenger, Burrows, Dupont et al, 1988), many patients are unable 
to tolerate medications owing to their side effects (Fyer, Liebowitz, Gorman et al, 
1987), and other patients choose not to take medication (Sokol, Beck, Greenberg, 
Wright and Berchick, 1989). Problems associated with early psychotherapeutic 
approaches, combining with this need to find alternatives to pharmacological 
treatment, have led to alternative therapies for the treatment o f panic disorder 
(Salkovskis, Jones and Clark, 1986; Beck, 1988; Sokol, Beck, Greenberg, Wright and 
Berchick, 1989).
Psychological Treatment for Panic Disorder
A number of recent psychological or psychophysiological models (Barlow, 1988; 
Clark, 1986; Salkovskis, 1988) explain panic attacks as the consequence o f a positive 
feedback loop between the perception of internal cues, their association with threat, 
and the patients’ anxiety response to these symptoms, which in turn lead to further 
bodily sensations (Magraf and Ehlers, 1989).
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These models suggest that both cognitive and behavioural approaches to the treatment 
o f panic attacks may be beneficial (Ruiter, Rijken, Garssen and Kraaimaat, 1989).
The research on these models has led to the development of specific programmes for 
the treatment o f panic attacks (Magraf, Barlow, Clark and Telch, 1993).
The effects o f such psychological interventions have been examined in a number of 
uncontrolled studies. Clark, Salkovskis and Chalkey (1985) and Salkovskis, Jones and 
Clark (1986) evaluated treatments including overbreathing, explanation o f panic 
attacks and breathing retraining, and found beneficial effects o f these interventions as 
measured by frequency of panic attacks. Gitlin, Martin, Shear, Frances, Ball and 
Josephson (1985) treated eleven subjects with panic disorder using a package which 
included education, abdominal breathing, and exposure. The results indicated that ten 
out o f the eleven patients were panic free at post-treatment and at an average o f 
five-month follow up. Sokol and Beck (1988) (cited in Beck, 1988) reported on a 
series o f twenty-eight panic disorder patients treated using a comprehensive package 
including cognitive restructuring and interoceptive exposure. Twenty-six patients who 
completed the treatment were panic free at the end o f the intervention. These results 
were maintained at three-month follow up for the twenty patients assessed at that 
time.
Although the results from the above studies point to the fact that psychological 
techniques can be highly effective in the alleviation o f panic attacks, they are not able 
to identify the specific mechanisms of action since the studies employed treatments 
containing more than one element (Salkovskis, Jones and Clark, 1986; Gitlin et al, 
1985). Clark (1986) noted that the subjects in the study by Gitlin and colleagues 
specifically indicated that the education and reassurance about panic attacks had been 
the most helpful factor. Clark also highlighted that the lack o f control or comparison 
groups makes it difficult to evaluate the actual effectiveness o f the interventions. 
Further studies have attempted to dismantle treatment packages in a move to identify 
the essential components.
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1. Behavioural Treatments for Panic Disorder
The behavioural approach capitalises on the observation that fear of specific stimuli 
can often be treated by repeated, controlled graded exposure (Mavissakalian and 
Barlow, 1981). The stimuli feared in these cases are body sensations (Rapee and 
Barlow, 1989). Thus exposure in the treatment of panic disorder should be to 
interoceptive cues, and learning to reduce or control these sensations should reduce 
panic attacks (Rapee and Barlow, 1989). The somatic sensations which trigger panic 
attacks have been suggested to be a result o f either general autonomic arousal 
(Barlow, 1988) or more specific increases in respiration (Ley, 1985). The latter 
mechanism has probably received the most extensive investigation (Rapee and 
Barlow, 1989).
Several writers (Clark, 1979: cited in Hibbert and Chan, 1989; Hibbert, 1984) have 
pointed out that physical sensations associated with a panic attack are veiy  ^similar to 
those produced by hyperventilation, and have therefore suggested that 
hyperventilation may play an important role in the production and hence treatment of 
panic attacks, for some if  not all individuals (Salkovskis, Jones and Clark, 1986). 
Several lines of evidence have been used to support a role for hyperventilation in 
panic attacks (Rapee, 1985; Sanderson, Rapee and Barlow, 1987: cited in Rapee and 
Barlow, 1989; Lum, 1976; Gorman, Cohen, Liebowitz et al, 1986; Garssen, van 
Veenendaal and Bloemink, 1983). Treatment then involves breathing retraining, so 
that hyperventilatory episodes are precluded (Rapee and Barlow, 1989). A number of 
studies have demonstrated the value of breathing retraining in the treatment o f panic 
attacks (Bonn, Readhead and Timmons, 1984; Clark, Salkovskis and Chalkey, 1985; 
Rapee 1985; Salkovskis, Jones, and Clark, 1986). Clark, Salkovskis and Chalkey 
(1985) found that respiratory control treatment was associated with significant 
reduction in panic attack frequency and self ratings o f anxiety. It appears unlikely that 
these substantial improvements could have occurred as a result o f spontaneous 
remission, as the study involved a chronic population and a stable baseline was 
established (Clark, 1986). However the study did not include a control group.
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In addition the study also included an educational component in the package thereby 
not allowing results to be necessarily attributed to breathing control (Hibbert and 
Chan, 1989). Bonn, Readhead and Timmons (1984) treated twelve patients with 
either respiratory control plus in vivo exposure or in vivo exposure alone. There was 
only a non-significant trend for the respiratory group to experience fewer panic 
attacks at the post-treatment assessment. However at follow-up some months later 
this difference had reached a significant level. In a further study by Hibbert and Chan
(1989) patients received either respiratory retraining or a placebo condition for two 
weeks, at the end o f which there was little difference between the two groups. The 
authors proposed that this could be attributed to the brief treatment period used and/or 
the fact that phobics, social phobics, and agoraphobics were included in the sample. 
Alternatively failure o f the intervention may be due to the lack o f any cognitive 
element in the treatment.
Some studies have begun to demonstrate the value o f more general relaxation 
techniques in the alleviation of panic attacks (Rapee and Barlow, 1989). Ost (1988) 
compared Applied Relaxation Training (ART) with Progressive Deep Muscle 
Relaxation (PDMR) in the treatment o f eighteen panic disordered subjects who 
underwent individual therapy for fourteen one-hour sessions. While both 
interventions were beneficial the ART condition was superior at post-treatment and 
follow-up (75% o f subjects in the ART group versus 38% in the PDMR group were 
improved at post-treatment and 100% versus 25% respectively at follow-up).
Although many of the patients were on medication at the start o f treatment and had 
agreed to keep drug intake constant throughout, they unfortunately failed to do so 
(Ost, 1988). Michelson, Mavissakalian and Marchione (1988) also found significant 
reductions in panic frequency and intensity for panic attacks in subjects undergoing 
PDMR combined with diaphragmatic breathing. While 90% of subjects reported 
spontaneous panic attacks pre-treatment, only 25% indicated their presence at 
post-treatment. Both these studies provide support for the utility o f applied relaxation 
skills and breathing retraining as beneficial modalities in the treatment o f panic 
disorder (Michelson, Marchione, Greewald, Glanz, Testa and Marchione, 1990).
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In order to conduct more systematic exposure to somatic sensations, therapists have 
attempted to discover means by which such symptoms can be artificially produced 
(Rapee and Barlow, 1989). Over the years many chemical means have been found by 
which feared sensations could be produced in patients (Clark, 1986). These include 
infusions o f adrenalin, sodium lactate (Appleby, Klein, Sachar and Levitt, 1981), and 
yohimbine (Chamey, Beninger and Breier, 1984), ingestion o f caffeine (Chamey, 
Beninger and Jatlow, 1985) and inhalation o f carbon dioxide mixed with air or 
oxygen in various amounts (van den Hout and Griez, 1982). Two o f these, sodium 
lactate and inhalation o f carbon dioxide/oxygen, have been used in the treatment o f 
panic disorder. Bonn, Harrison and Rees (1973) successfully treated thirty-three 
patients with panic disorder using sodium lactate. Unfortunately the trial was 
uncontrolled and no direct measure o f panic attack was used (Rapee and Barlow, 
1989). Griez and van den Hout (1983; 1986) used inhalations of 35% carbon 
dioxide/65% oxygen as a way of repeatedly exposing patients to the bodily sensations 
which accompany panic attacks. Carbon dioxide inhalation therapy was associated 
with significant reductions in panic attack firequency and fear of autonomic sensations 
compared with treatment with propanolol. However the difference in change scores 
between treatments only reached significance on the measure of fear o f autonomic 
sensations. Clark (1986) highlighted a number of issues regarding this study. Firstly, 
in view o f the unusually brief duration o f therapy, two weeks, it is possible that the 
results are an underestimate o f the effectiveness o f carbon dioxide inhalation therapy. 
Secondly, although the therapy was associated with substantial drops in panic attack 
frequency, most o f the patients were not panic free at the end o f the two weeks and it 
is possible that further improvements would have been observed if  the therapy had 
been extended over a longer and more normal period o f time.
From the above it can be concluded that behavioural treatments including exposure, 
breathing retraining, and relaxation can be beneficial in treating panic disorder.
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2. Cognitive Treatments for Panic Disorder
Alternative treatment of panic disorder implicates the role of catastrophic 
misappraisal o f normal somatic cues (Clark, 1986; van den Hout and Griez, 1982; 
Rapee, 1987). Cognitive therapy is designed to help the patient accept a more benign 
interpretation o f the bodily sensations (Beck and Emery, 1985). However few studies 
have specifically used cognitive interventions as a treatment for panic although a 
number have combined it with other interventions (Barlow, Craske, Cemy and 
Klosko, 1989).
Sokol, Beck, Greenberg, Wright and Berchick (1989) applied cognitive therapy to 
seventeen patients requesting treatment for panic disorder. They found panic had 
completely remitted on termination for all patients and this result was maintained at 
follow-up one year later. However the limitations to the study were that there was a 
lack o f a control group and so alternative interpretations for the positive results 
cannot be ruled out, for example spontaneous remission or the passage of time 
(Sokol, Beck, Greenberg, Wright and Berchick, 1989). In addition breathing 
retraining was included in the treatment. Klosko, Barlow, Tassinari and Cemy (1990) 
compared a cognitive panic control treatment, drug treatment, placebo and a 
waiting-list control group. At the end o f fifteen sessions, 85% of subjects receiving 
the cognitive treatment were panic firee. However both cognitive and behavioural 
components were included in this active treatment, that is education, exposure, 
respiratory training and relaxation procedures. Black, Wesner, Bowers and Gabel 
(1993) applied cognitive therapy to twenty-five patients within a larger sample some 
o f whom were treated with medication, and some a placebo. The use of cognitive 
therapy was given some support. The fi'equency o f spontaneous and situational panic 
attacks decreased in 93% of patients, with 53% being panic free after eight weeks of 
treatment with cognitive therapy. However there are once again potential criticisms to 
the study in that although the treatment was cognitively based, breathing retraining 
was also included. In addition the authors acknowledged that the treatment only 
lasted eight weeks, whereas Sokol's study comprised of seventeen sessions. This may 
account for the complete elimination o f panic attacks in that study. The authors also 
noted that no assessment o f use o f prohibited medication was made.
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Interventions, including cognitive therapy appear promising in the treatment o f mild 
to moderate panic attacks and improvement appears to occur early in treatment 
(Black et al, 1993).
Salkovskis, Clark and Hackman (1991) provided preliminary evidence that cognitive 
therapy alone is effective in the treatment o f panic attacks. In a series of single case 
experiments good results were obtained with a modified version of cognitive therapy 
in which exposure and breathing had been excluded; six out o f seven subjects showed 
a marked reduction in panic frequency. In contrast Magraf and Schneider (1991)
(cited in Magraf, Barlow, Clark and Telch, 1993) compared cognitive therapy without 
exposure to pure exposure treatment, a combined treatment and a waiting-list control 
group. They found hardly any significant differences in any of the three active 
treatments.
Beck, Stanley, Baldwin, Deagle and Averill (1994) treated subjects randomly 
assigned to relaxation without additional exposure, cognitive therapy without 
exposure o f any sort and a control group. They demonstrated that both relaxation and 
cognitive therapy without exposure were moderately effective in the treatment o f 
panic attacks; 82% of individuals receiving cognitive therapy and 68% of individuals 
receiving relaxation therapy were classified as treatment responders. Overall these 
changes were maintained across a six-month follow up. The authors suggested that 
ideally an examination o f the separate effects o f cognitive treatment and relaxation, 
both with and without exposure, should be conducted to explore further the 
contribution o f each specific component o f the treatment packages.
Comparative Studies
Although evidence suggests that both behavioural and cognitive treatment protocols 
are usefiil (Beck, Stanley, Baldwin, Deagle and Averill, 1994) there have also been 
some studies attempting to compare the two interventions. Craske, Brown and Barlow 
(1991) treated panic attack individuals with three treatments; relaxation, exposure and 
cognitive restructuring, and a combination group o f both treatments.
10
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Their results showed that there were therapeutic effects on panic attacks from short­
term cognitive and behavioural therapy and these were maintained for up to two years 
following treatment. This was particularly the case for subjects who received 
exposure and cognitive restructuring. Subjects who received primarily relaxation 
procedures showed less stable patterns across the follow-up interval. In addition the 
combination group did less well than the exposure and cognitive restructuring alone. 
The authors noted that this may be suggestive o f a detrimental effect from the 
addition o f relaxation procedures. However there are a number of methodological 
flaws within this trial which are acknowledged by Craske and colleagues. These 
include reliance on self-reports, no investigation into the involvement with alternative 
treatments in the two year follow-up and also the fact that some behavioural 
techniques were included, that is the exposure element. However it does seem that 
PMR has only limited effectiveness when compared with cognitively based 
techniques. Whatever gains are made with PMR appear to be more susceptible to 
relapse over time (Craske, Brown and Barlow, 1991). These findings are in contrast to 
those o f Ost and the authors proposed that this may possibly be due to differences in 
therapists' experiences with the relaxation procedures and/or variances in the actual 
procedures. Additionally Ost included some exposure techniques in his relaxation 
procedures (Craske, Brown and Barlow, 1991).
Clark, Salkovskis, Hackman, Middleton, Anastasiades and Gelder (1994) treated 
panic disordered patients with cognitive therapy, applied relaxation, drug treatment or 
a waiting-list control group. They found all three active treatments to be effective. 
Both cognitive therapy and relaxation were equated in terms o f treatment credibility, 
session frequency, duration and homework assignments, but cognitive therapy was 
consistently the most superior treatment. However the cognitive therapy did include 
some behavioural techniques such as exposure via hyperventilation and behavioural 
experiments. Therefore we do not know whether all three procedures contributed to 
the enhanced effectiveness o f cognitive therapy. In addition O st's relaxation 
technique was modified to reduce the overlap with the cognitive therapy rationale. 
Therefore cognitive therapy needs to be examined compared to unmodified relaxation 
(Clark, Salkovskis, Hackman, Middleton, Anastasiades and Gelder, 1994).
11
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In addition the authors acknowledged that some subjects were taking medication 
throughout the study. A study without this complicating issue would be worthwhile to 
see if  the results can be replicated.
Ost and Westling (1995) treated thirty-eight patients with either cognitive behaviour 
therapy or applied relaxation. Both treatments yielded large improvements which 
were maintained at follow-up; this was significantly different fi*om Clarke's follow-up 
data. This could be due to a number o f factors; different procedures and therapists 
were used, also a different sample group in that a greater number o f the patients in the 
earlier study showed agoraphobic avoidance (Ost and Westling, 1995). The cognitive- 
based intervention included behavioural experiments, there was no control group and 
again the subjects were not drug fi*ee. Therefore there is still some ambiguity 
concerning the mechanisms o f action (Beck, Stanley, Baldwin, Deagle and Averill,
1994). Clinically it often seems that the most rapid, significant and sustained 
improvements are obtained when cognitive and exposure techniques are combined in 
an integrated approach. This has been demonstrated in a number o f studies which are 
outlined below.
Michelson, Marchione, Greenwald, Glanz, Testa and Marchione (1990) gave subjects 
the rationale o f panic disorder and education on the role of cognition in panic 
disorder. In addition individuals were taught to recognise automatic thoughts, to 
re-evaluate their symptoms and were also trained in  breathing retraining, 
diaphragmatic breathing and relaxation via imagery. Each skill was introduced with a 
rationale and explanation for its use. The integration o f these techniques was found to 
be highly effective. Barlow, Craske, Cemy and Klosko (1989) compared a waiting-list 
control group to three active treatments; PMR, exposure and cognitive restructuring, 
and a combination group. All three treatments resulted in significantly more 
improvement than did the waiting-list condition on a variety o f outcome measures. In 
addition the two including cognitive therapy led to significantly more panic free 
patients at the end o f treatment in comparison to PMR and the waiting-list control 
group. On the other hand, scores on the psychosomatic symptoms checklist were 
significantly better for the relaxation group only.
12
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Greater reductions in average daily anxiety were noted in the two groups receiving 
relaxation. The authors suggest that relaxation is a less specific treatment for panic 
attacks than the other treatment conditions. The results were maintained at follow-ups 
of six and twenty-four months and the groups receiving exposure and cognitive 
procedures tended to maintain their post-treatment status, whereas the relaxation 
group showed a pattern o f deterioration (reported by Craske, Brown and Barlow, 
1991).
Future Research
Panic disordered individuals are relatively heterogeneous, and it is o f course possible 
that subjects with panic attacks can be split into subsets. Patient characteristics and 
life stress may influence treatment responsiveness (Black et al, 1993). Different 
groups of subjects might include those in which hyperventilation does not play a part 
in their panic attacks (Garssen et al, 1983), and individuals who have panic attacks 
with and without agoraphobia (Beck, Stanley, Baldwin et al, 1994). These individuals 
may well respond differently to different treatment protocols and future research 
should address these issues.
Summary
At the present time it is difficult to untangle the explanation for the success o f a 
treatment since all treatment groups typically include more than one component, for 
example exposure treatment also emphasises cognitive procedures in which patients 
are educated about the source of their somatic symptoms (Barlow, Craske, Cemy and 
Klosko, 1989). Likewise breathing retraining and exposure would also seem to be a 
part o f the relaxation conditions since a reduction in breathing rate is inherent in 
relaxation procedures (Barlow, Craske, Cemy and Klosko, 1989). However 
cummulative findings provide support for the efficacy of a number o f interventions; 
cognitively based techniques may be superior to behavioural ones, yet a combination 
of both may be the most beneficial (Woodward and Jones, 1980). In addition, the 
relatively low rates o f relapse and recurrence (Clark, Salkovskis, Hackmann, 
Middleton, Durbin, Wells and Gelder, 1994) and the absence o f side effects point to 
special advantages to these forms of psychological treatments.
13
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The results from the research described above has led to current treatment protocols 
quite purposely including a combination o f breathing retraining, cognitive therapy and 
exposure (de Ruiter, Rijken, Garssen and Kraaimaat, 1989; Barlow, Craske, Cemy 
and Klosko, 1989).
14
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ESSAY 2: CHILD, ADOLESCENT AND FAMILY
Critically evaluate the models of bereavement in relation to children, and discuss their
clinical relevance.
Completed in Year 2
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The Relevance of Theory
"One might ask why we need theories on the phenomenon of grief, when to feel sad 
and depressed on losing a loved one seems so self evident?" (Stroebe, Stroebe and 
Hansson, 1993). However as Parkes (1985) notes not every loss is necessarily 
harmful; some individuals come through bereavement stronger than beforehand. 
Theoretical formulation should help us to understand the full range o f reactions and 
complex symptomatology: following bereavement, and should also help in providing 
explanations of individual differences in mental and physical health outcomes 
(Stroebe, Stroebe and Hansson, 1993). Most importantly theoretical formulations 
should allow one to develop strategies of care and therapy to ameliorate distress and 
help toward the prevention o f pathology (Parkes, 1981).
There are a number o f conceptual frameworks that can be used to explain the 
observed behaviours and experiences of bereavement (Raphael, 1984). These include 
psychoanalytic models, stage models, stress models, transcultural models, illness and 
disease models, and sociobiological models (Raphael, 1984). It is beyond the scope o f 
this paper to examine them all. A review o f four o f the models is undertaken.
Theoretical Explanations for Bereavement
1. Psvchodvnamic Models
Psychodynamic explanations of mourning rely heavily on the work o f S. Freud and his 
paper "Mourning and Melancholia" (1917) (cited in Raphael, 1984). Freud drew 
attention to the painful psychological process involved in relinquishing a love object. 
Freud suggested that within this process the loss is dealt with through identification 
with the love object. Freud's description of mourning suggests that when a love object 
is lost, reality demands that the libido be withdrawn from the object (Raphael, 1984). 
This is both painful and difficult, as a love object is not readily relinquished. Initially 
the pain may be avoided by denying the reality of the loss, but then it is gradually 
accepted. The object is then hypercathected and every single tnemory and situations 
o f expectancy that bound the object to the ego is brought up, hypercathected and then 
the tie to it is dissolved. In this way the libido is withdrawn gradually over time.
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Once the work of mourning is completed the ego becomes free and the libido may be 
invested in new object relationships (Freud, 1917: cited in Raphael, 1984).
Within the psychodynamic model an issue of major concern has involved the age, or 
developmental stage at which human beings are capable o f a mourning response 
(Nagera, 1970). Deutsch (1937) presented four single cases that exhibited an ’absence 
of grief following childhood and adolescent parental death. The most outstanding 
characteristic o f these patients was their lack o f appropriate emotion at the time o f the 
loss. It was only in adulthood that their behaviour showed the expected features such 
as denial, idealisation, identification, and depression. Deutsch concluded that the ego 
o f the child had not sufficiently developed to bear the strain o f the work o f mourning 
and so it therefore utilises some mechanism of self-protection to circumvent the 
process. Burlingham and A. Freud (1942) recorded childhood responses to the loss o f 
a mother. They concluded that a child’s grief is short-lived and will normally be over 
in 36-48 hours. They believed that before the second year of life an infant and young 
child were not capable o f mourning in its true sense. This conclusion is based on the 
belief that before this age the individual is unable to either accept the reality principle 
or to effect appropriate changes in the internal world by controlling id tendencies. A 
child’s responses to loss are instead governed by the pleasure-pain principle and are 
therefore o f a much simpler kind (Burlingham and Freud, 1942: cited in Bowlby, 
1960).
Wolfenstein (1966) presents what Miller (1971) believes to be the most complete 
exposition o f the consensus psychoanalytic view on children’s reactions to the death 
o f a  parent. Wolfenstein reports clinical research data on forty-two children who had 
lost parents through death. It was found that the process of mourning as outlined by 
S. Freud and later wTiters did not occur among these children. At the time o f the loss, 
sad feelings were curtailed and there was little weeping. Immersion in the activities o f 
everyday life continued, with no withdrawal into preoccupation with thoughts o f the 
lost parent, such as observed in mourning adults. Wolfenstein believed that these 
children were denying, overtly or unconsciously, the finality of the loss.
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The painful necessary process of withdrawal of emotional involvement in the lost 
parent was avoided, permitting more or less conscious expectation o f their return. 
Idealisation of the dead person was also one of Wolfenstein's major findings, 
alongside the development o f hostile feelings toward a surviving parent. In a 
subsequent communication based on continued clinical work, Wolfenstein (1969) 
(cited in Miller, 1971) emphasised that the most intense affect experienced by 
bereaved children is rage rather than grief. The last emphasised feature o f children's 
reactions to the death o f a parent is that of identification with the dead parent. 
Wolfenstein (1969) felt that adaptive identifications were extremely rare in cases of 
childhood parental death. In this view the process o f mourning does not become 
possible for the individual until they have successfully negotiated the major adaptive 
task o f adolescence, the giving up o f the parents as the principal love objects, and the 
ego and superego adjuncts. The painful gradual decathexis o f the parents that is the 
task of adolescence is seen by Wolfenstein as an initiation into how to mourn. Miller 
(1971) identified several other writers who also expressed the view that the major 
task o f adolescence requires the initiation and completion o f a process quite similar to 
that o f mourning (Sugar, 1968; A: Freud, 1958).
More recently Van Eerdewegh, Bieri, Parrilla and Clayton (1982) conducted one o f 
the few prospective controlled studies of bereaved children. The parents o f both 
treatment and control children were interviewed and the authors viewed their results 
as being in agreement with the psychoanalytic literature, indicating that the 
immediate reactions o f a child to a death are usually mild and short-lived.
From the above studies a position has emerged that the process o f mourning requires 
the operation of ego functions to which the child does not have firmly established 
access (Vida and Grizenko, 1989). Mourning according to this view does not occur in 
children o f pre-adolescent age (Wolfenstein, 1966; Deutsch, 1937).
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The validity of the psychoanalytic literature can be called into question on several 
accounts (Vida and Grizenko, 1989). The validity and generalisability o f Deutsch's 
conclusions are undermined by problems such as sample bias and lack o f direct 
observation (Vida and Grizenko, 1989). Wolfenstein's study also has problems of 
sample bias, lack of controls, and unsystematic non-quantitative observations (Vida 
and Grizenko, 1989). Van Eerdewegh, Bieri, Parrilla and Clayton's (1982) study also 
suffers from methodological shortcomings in that it was possible that the parents were 
so involved with their own grief that they were unable to give valid representations o f 
their child’s grief. This was acknowledged by the authors. Additionally, as Bowlby 
(1980) notes, much o f the analytic discussion o f mourning and bereavement is based 
on clinical studies o f psychotherapy cases referred for emotional problems and 
therefore represents an attempt to understand depression, rather than the normal 
processes of response to loss. Hence some o f the observed symptoms may be difficult 
to generalise to normal bereavement. Grief in psychiatrically ill children cannot be 
assumed to be similar to grief in normal children (Raphael, 1984).
2. Attachment and Stage Models
Noting similarities between infants separated from their mothers and bereavement in 
adults, Bowlby (1969; 1973; 1980) integrated analytic and ethological theories in the 
development of attachment theory (Middleton, Raphael, Martinek and Misso, 1993). 
Bowlby stated that during the course o f healthy development, attachment behaviour 
leads to the development o f affectional bonds or attachments. Attachment behavioural 
systems are activated by conditions such as strangeness, fatigue, separation from, or 
unresponsiveness o f the attachment figure. Threat of loss leads to anxiety and anger, 
actual loss to anger and then sorrow. When efforts to restore the bond fail then the 
behaviours may lessen, but will return when cues activate them. These cues include 
reminders of the lost person or un-met needs. When such behavioural systems are 
aroused they may only be terminated by familiar surroundings and the availability and 
responsiveness o f the attachment figure. Eventually these behaviours are extinguished 
and new attachment bonds are formed.
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From these observations Bowlby described bereavement as a number o f stages, 
beginning with protest and denial, progressing to despair and personal 
disorganisation, and final ly reorganisation and the transfer of attachment to new 
relationships. Parkes (1965; 1970) also applied this attachment model to his 
observations on the course of grief. The evidence from Parkes’s study was that an 
additional phase of'numbness' or 'blunting' during which the fact o f death is 
disregarded should precede Bowlby's first stage. Parkes's model consists o f the 
following phases; numbness, yearning, disorganisation and despair, and finally 
reorganisation. With regard to children, Bowlby differed from other writers in that he 
believed the bereavement process in children to be much the same as experienced by 
adults (Vida and Grizenko, 1989). However it is the expression of feeling that is 
different. As Pennells and Smith (1995) note children have not developed the same 
conceptual skills as adults and may not easily verbalise their feelings. Rather they 
show their distress through their behaviour. Children's understanding and reactions to 
death will therefore vary according to their age and developmental level (Pennells and 
Smith, 1995).
There has been considerable effort made by many researchers to explore children’s 
understanding o f death (Pettle and Britten, 1995). The conceptual underpinning to 
this has most frequently been Piagetian (Anthony, 1971). The following components 
represent a complete concept of death; to acknowledge its existence, that it is a 
separation which is universal, irrevocable, inevitable, involves the cessation o f bodily 
functions, and an absence of sense and feelings (Kane, 1979). Stambrook and Parker 
(1987) highlight some o f the methodological problems with the early work o f Nagy 
(1948) and Anthony (1940). These include inferring longitudinal processes from cross 
sectional data, the difficulty in assessing and describing the development o f a 
concept, ethical issues in researching death, a language barrier with children, and the 
reliability and validity of the types of measures used. However later studies that have 
addressed some of these issues, including that o f Lansdowm and Benjamin (1985) 
have shown that children's answers to causes of death are related to their cognitive 
development. Lansdown and Benjamin concluded that children's concepts o f death 
develop slowly.
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By around the age of nine or ten virtually all children have a good concept o f death. 
However many younger children also have a fairly good understanding (Lansdown 
and Benjamin, 1985).
The validity o f a stage and time-limited model has been criticised by Dyregrov (1994) 
and Eiser (1994) on the grounds o f sample bias and conflicting evidence from larger 
epidemiological studies. The data on which Bowlby has based his conclusions is not 
limited to cases o f children who have experienced the death o f a parent, but is largely 
derived from numerous instances of separation o f young children from their mothers 
for varying lengths o f time (Miller, 1971). A further characteristic o f Bowlby's 
subjects is that they were seen in hospitals, foster care, or other institutional settings, 
whereas Wolfenstein and other researchers studied children who generally remained 
at home with their surviving parent and siblings. Finally Bowlby's work has been with 
very young children in the age range o f 6 months to 4 years, whereas the patients 
studied by other researchers generally experienced parental death between two years 
of age and adolescence (Miller, 1971).
Models that focus on stages in the grief process also have important limitations in 
their applicability to treatment (Baker, Sedney and Gross, 1992). They provide a 
series o f descriptive snapshots o f the bereavement process at different points in time, 
but they cannot be translated easily into specific clinical interventions (Baker, Sedney 
and Gross, 1992). In addition Horowitz (1990) noted that while the phases are often 
sequential, no one person must necessarily follow the order presented or even 
experience all o f the phases.
3. Task Models
The limitations described above have led to the grief process being conceptualised as 
a series of tasks that must be accomplished over time (Baker, Sedney and Gross,
1992). These tasks are seen as time-specific in that the tasks required o f the individual 
change over time (Baker, Sedney and Gross, 1992). The tasks, roughly correspond 
with Bowlby's (1980) stages of grief.
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There is a sequential aspect to these tasks in that later tasks cannot be fully addressed 
by the child unless earlier tasks have been accomplished in a satisfactory manner. The 
grief process will not progress until the tasks of each stage are addressed and 
accomplished (Baker, Sedney and Gross, 1992).
Worden (1982) described four tasks; accepting the reality o f the loss, experiencing the 
pain o f the loss, adjusting to the environment where the deceased is missing, and 
finally withdrawing emotional energy from the deceased and reinvesting energy into 
new relationships. Baker, Sedney and Gross (1992) translated these tasks specifically 
for bereaved children and these are outlined below. Within early tasks, children must 
know that someone has died and feel that their own personal safety is assured 
(Furman, 1974). Thus the early tasks o f grieving identified by Baker and colleagues 
are focused on understanding the fact that someone has died, the implications o f this 
fact and on the self-protection o f themselves, their bodies and their families. As noted 
earlier, there are limitations to how well children understand death. Three tasks 
characterise the middle phase of grief; accepting and emotionally acknowledging the 
reality o f the loss, exploring and re-evaluating the relationship to the lost love object, 
and facing and bearing the psychological pain that accompanies the realisation o f  the 
loss. Baker and colleagues hypothesise that if  this painful task is not endured, 
bereaved children will cling to the lost person as their primary source of internal 
emotional support, and thus the grief process will be incomplete. The later tasks o f 
grieving described by Baker and colleagues are related to the reorganisation o f the 
child's sense o f identity, and o f significant relationships in his or her life. This 
comprises o f a number o f different steps which Baker and colleagues also describe in 
some detail. First, the child must evolve a new sense o f identity that includes the 
experience o f the loss and some identification with the deceased person, but one that 
is not limited to them. The authors believe that this new sense o f self can allow the 
child to engage in new and unrelated experiences and activities. The second step 
outlined by Baker involves the child investing in new emotional relationships without 
an excess fear o f loss and without a constant need to compare, the new person to the 
dead person. The third step involves the child consolidating and maintaining a 
durable internal relationship to the lost love object that will survive over time.
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This must be accomplished in such a way that the lost object becomes a new type of 
sustaining inner presence for the child. The fourth step involves the child returning to 
age-appropriate developmental tasks and activities, resuming the developmental 
course that was interrupted by the emotional loss. Finally, Baker and colleagues 
propose that the child must be able to cope with the periodic resurgence o f painful 
affect, usually at points o f developmental transition or on specific anniversaries such 
as the date o f the person’s death.
Baker, Sedney and Gross (1992) propose that their time-related model of grief therapy 
has particular implications for the assessment o f bereaved children and their families 
when they present for treatment. At the onset o f treatment it is important to assess 
carefully which o f the time-related tasks have been accomplished and which have not. 
The authors highlight that the psychological tasks that need to be addressed may have 
nothing to do with the actual time at which the child is referred for treatment. Early 
tasks may need to be addressed in therapy even though the child is presenting many 
years after the death occurred (Baker, Sedney and Gross, 1992).
The theoretical framework described above can be a useful tool in guiding research 
and practice with bereaved children, but Baker, Sedney and Gross (1992) describe 
certain dangers that are inherent in its application. Although the model describes the 
course o f children's grief reactions over time, it by no means implies that these 
reactions evolve in a simple linear fashion from the early tasks to the later ones. There 
will be inevitable regressions from time to time when the child returns to tasks that 
were addressed earlier but were not completely resolved. These regressions will be 
especially frequent around the time o f developmental transitions (Baker, Sedney and 
Gross, 1992). More problematic perhaps is the use o f the timing model in setting 
overly ambitious treatment goals for children. Grief cannot be hurried or prevented or 
bypassed, even with the help o f therapy (Solari-Twadell, Schmidt, Bunkers, Wang 
and Snyder, 1995).
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4. Stress Models
Caplan (1964) (cited in Raphael, 1984) describes object loss as associated with an 
accidental crisis where the individual is thrown into a state of helplessness, where 
coping strategies are no longer successful in mastering problems, where defences are 
weakened and where the individual turns increasingly to others for help and is more 
susceptible to their responses. This crisis state cannot continue and is resolved over 
the weeks, leading to either an improved adaptation if the individual has strengthened 
their coping capacities, or poor adaptation if  coping resources have been 
inappropriate or have failed.
Stress theory provides the theoretical underpinning for the 'buffering model' which 
suggests that certain mediators protect the individual against the deleterious impact o f 
stress on health (Stroebe, Stroebe, Abakoumin and Schut, 1996). A number o f 
mediating variables to children's bereavement reactions have been identified in the 
literature. These include previous hospitalisation, separation from parents, frequent 
changes of home and school, illness, accidents and lack of stimulation (Rutter, 1972). 
It is probable that these are cumulative and would have an effect on the resilience of 
the child in coping with bereavement (Black, 1978). Other factors identified as 
modifying outcome include age and sex. Boys are generally more vulnerable to stress, 
but evidence points to girls being particularly vulnerable to the death o f a parent 
(Rutter, 1972). Loss o f a mother appears to be more important for girls under 11 years 
(Brown, Harris and Bifulco, 1977; Birtchnell, 1971; 1972) and loss o f a father for 
adolescent girls (Hill, 1969; Birtchnell, 1972). Having an older sibling o f the same 
sex as the dead parent apparently protects against subsequent disorder, but being the 
elder sibling increases the risk (Hill, 1969; Birtchnell, 1972). Other modifiers 
identified included length of illness, mode of death, previous and subsequent 
experiences, temperament and nature of adult relationships and their experiences 
(Black, 1978). A study by Elizur and Kaffman (1983) identified several variables 
associated with the appearance o f emotional and behavioural disturbance following 
such a crisis. Their findings demonstrate that childhood bereavement symptoms tend 
to become exacerbated when the stress of the loss is compounded by pertinent child, 
family, and situational factors.
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These included personality of the child, pre-traumatic loss experience, family 
conflict, mother’s mourning pattern, the mother-child relationship, and post-traumatic 
circumstances. In most cases it was the combination of several factors that 
determined the intensity o f the bereavement response. In a study by Mahon and Page 
(1995) modifiers were identified as the presence of other family members, mothers 
most especially, having possessions o f the person who died, and for many children 
things that were supportive before the death continued to be helpful after the death. 
This was especially true for patterns o f communication. If rules and restrictions 
regarding communication existed before the death, then open communication is made 
difficult after the death. Fewer things were perceived as not helpful, but included 
reactions of friends and being made to talk about the death when they did not want to. 
These studies provide support for a stress model in children, although the sample 
sizes have been small and the studies only included children who were functioning 
well; that is those who were attending school and other outside activities. Only 
tentative conclusions with regard to the specific weight and influence o f any o f the 
separate or combined factors can be drawn, yet the results suggest trends worthy o f 
further investigation (Elizur and Kaffinan, 1983).
Clinical Interventions with Children and Families
Increasingly, professional attention is being focused on the bereavement reactions of 
children, especially following the death o f a parent (Siegal, Mesagno, Karuset et al, 
1992). Six percent of children younger than ten years o f age have lost at least one 
parent; countless others mourn siblings, relatives and friends (Cohen, 1992). 
Following the loss o f a parent, sibling, or friend, children may show a range o f 
reactions including a mixture o f shock, disbelief, a sense o f unreality, confusion, and 
numbness (Pettle and Britton, 1995). Social withdrawal, sleep and appetite 
disturbances are also often reported, as are problems with concentration (Pettle and 
Britten, 1995). Feelings o f loneliness, anger, powerlessness, and helplessness can be 
common (Raphael, 1982). Retrospective studies also have addressed the question o f a 
possible link between early losses and psychopathology developing in adult life 
(Crook and Eliot, 1980).
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Lloyd (1980) reviewed this literature and found the results contradictory, possibly as 
Gregory (1958) (ci ted in Lloyd, 1980) points out because of the methodological 
problems inherent in retrospective studies. However there remains a considerable 
basis for inferring that the death of a parent during childhood may place individuals at 
risk for social impairment and/or psychopathology, both concurrently (Elizur and 
Kaffman, 1982; Kranzler, Shaffer, Wasserman and Davies, 1990), and in adulthood 
(BrowTi, Harris and Bifulco, 1986; Finkelstein, 1988). It is hoped that the models 
reviewed above can contribute to the understanding o f these bereavement reactions in 
children, may contribute to explaining why some children develop problems and 
others do not, and may also help in the development o f preventative interventions.
Pettle and Britten (1995) have identified a variety o f settings in which therapeutic 
work with children regarding death and dying can be conducted
1. Psvchoeducational Work
Children need extra emotional support after a major loss; support that ideally should 
come from their everyday carers. For this reason, much of the treatment during the 
early period should be directed towards the parenting figures (Knight-Bimbaum, 
1988). Baker and colleagues (1992) have highlighted the fact that parents often 
require information about children's affective and cognitive responses to death and 
about their need for a sense o f inclusion and closeness. The authors proposed that 
such information helps adults make decisions about how to include children in the 
mourning rituals, how to answer children's questions, and how to tolerate children's 
attempts to cope with loss. Psychoeducational work with parenting figures should also 
convey an understanding of children's developmental needs and abilities and how 
these needs and abilities can be considered in parental decision-making (Baker et al,
1992). A child's needs and abilities differ widely according to their age. Toddlers and 
pre-schoolers rely heavily on daily routines and physical care, and carers need to 
quickly replace the concrete parenting functions in a way that replicates the mother’s 
care as much as possible.
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This will help younger children contain their intense separation anxiety and provide 
the environmental consistency they need for basic ego support. However such a rapid 
and complete replacement o f the mothering functions may be resisted and even 
resented by adolescents. Therapists can support parents in their mourning, so that they 
can be available to the child. If  a parent is not or cannot be available, the therapist can 
help identify an appropriate substitute, usually a member o f the extended family or a 
close family friend (Baker et al, 1992).
2. Individual and Group Work
Individual work with children also has a significant role to play. Individual work 
gives the child an opportunity to work through grief at his or her own level of 
understanding, using tools and methods which correspond to the child’s age and 
developmental level (Pennells and Smith, 1995). Individual psychotherapeutic work 
with a child may be helpful (Furman, 1974). The individual context allows for a much 
more detailed exploration o f a child’s feelings, beliefs and fantasies o f death than is 
possible in other settings (Pettle and Britten, 1995). The main focus o f  group work is 
for children to share experiences with their peers, fostering a sense o f mutual identity 
(Pennells and Smith, 1995). The aims may include increasing self-esteem, alleviating 
feelings o f isolation, providing reassurance and support, and reducing feelings o f 
stigmatisation (Pennells and Smith, 1995).
3. Family Work
Family work is often the preferred method o f working with bereaved children 
(Pennells and Smith, 1995). Black and Urbanowicz (1987) examined whether a 
therapeutic intervention aimed at increasing the child's ability to understand and deal 
adaptively with their loss could improve outcome. Families were randomly allocated 
to treatment and control groups. The aims of the therapy were to promote mourning in 
both the child and the surviving parent, and to improve communication between 
them, especially about the death. The therapists used play materials appropriate to the 
ages and developmental stages o f the children to encourage them to talk about the 
dead person and their feelings o f loss and grief.
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They used techniques to encourage the expression o f grief in the family which 
included modelling o f appropriate verbal behaviours and responses. Follow-up was 
conducted at one and two years after treatment. The evidence showed modest 
differences in favour o f the treatment group; almost all the outcome measures were 
more favourable although not all reached statistical significance.
Sandler, West, Baca, et al (1992) developed a family bereavement programme aimed 
at preventing mental health problems in children who had experienced the death o f a 
parent. The programme was designed to improve variables in the family which were 
specified as mediators on outcome. These included the relationship between parent 
and child, the lack o f a stable family environment, and parent symptomology.
Families were randomly assigned to a control or treatment group. The programme led 
to decreased parent ratings of conduct disorders and depression in children, and 
significant correlations between the family environment variables and child mental 
health problems were found.
Summary
The uncertainty o f how children grieve and the complexity o f children’s responses to 
death has in the past led to many o f their needs not being fully met (Smith and 
Pennells, 1993). Several authors have proposed models in which theory and 
knowledge about the development of the mental health problems guide the 
development o f preventative interventions. The evaluation o f these interventions, in 
turn, feeds back to enrich knowledge about basic psychosocial processes. In these 
models, theory, research and intervention mutually develop through an interactive 
process (Sandler, West, Baca et al, 1992). None o f the above theories explains fully 
the reaction to death, nor individual differences in the reactions to death, however 
each theory is useful in explaining certain aspects o f human reaction to loss, and each 
adds something to our understanding of loss. This is crucial as the increasing 
incidents o f HIV, war, transport disaster, and violence are all likely to increase the 
number of children at risk (Udwin, 1993).
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ESSAY 3: DYNAMIC MODELS
Compare and contrast psychoanalytic and cognitive behavioural views as to the 
aetiology and treatment of depression. If possible illustrate your essay with relevant 
clinical material in relation to depressed patients you have seen, and with the 
theoretical model used in therapy.
Completed in Year 2
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Introduction
Depression is a prevalent clinical disorder with high economic and emotional costs 
(Robinson, Berman and Neimeyer, 1990). Epidemiological research has indicated that 
10-20% o f the population experience a major depression at some point in their life 
(Boyd and Weissman, 1981), with incident rates being highest in adult years when 
family and career responsibilities may be most adversely affected (Weissman and 
Myers, 1978). Although the remission rates for depressive disorders are relatively 
high (Beck, 1967) a substantial proportion o f those affected will remain chronically 
depressed (Weissman and Klerman, 1977) and those who do improve are at an 
increased risk for further episodes (Belsher and Costello, 1988). The symptoms of 
depression include tearfulness, guilt, irritability, lack of interest in activities, and 
disturbances in appetite, sleep, and sexual desire (Fennell, 1995).
Psychological Theories of Depression
The prevalence o f depression and the fact that it is one of the disorders most 
frequently presenting at therapeutic services has resulted in much theorising and 
research being carried out into this field (Musikanth and Fourie, 1983). A number o f 
different conceptualisations o f depression have been suggested (Musikanth and 
Fourie, 1983). Initially psychodynamic theory was considered to be undisputed. 
However over time psychodynamic theory appears to have lost its dominance and 
cognitive therapy now appears to be the treatment of choice (Altshuler and Rush, 
1984). The important question that Altshuler and Rush (1984) pose is whether these 
theories and their associated treatments are fundamentally different, or whether the 
change in theorising is simply a reflection o f change in language and the underlying 
therapy is essentially the same. In order to answer this question it is necessary to 
examine the theories in more detail.
L Psychodynamic Theory
There have been a number o f dynamic theories proposed, some of which are 
contradictory (Mason, 1984). It is beyond the scope of this paper to consider all those 
proposed and so three significant contributions will be discussed.
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In 1911, Abraham (cited in Bemporad, 1978) published the first psychoanalytic 
investigations of depression. Abraham viewed depression as occurring when an 
individual gives up hope o f satisfying libidinal strivings. These strivings become so 
deeply repressed that the individual is unable to feel loved, or able to love, and 
despairs o f ever achieving emotional intimacy. Abraham also noted the profound 
ambivalence shown to the love object; love and hatred interfering with each other. 
The hostility is unacceptable and so becomes repressed and projected onto others. 
This is then perceived by the individual as others hating them. The repressed hostility 
is manifested in dreams and other symbolic acts. Within this model Abraham 
considered mania to be the overt manifestation of what had been repressed during the 
depressed phase; a representation o f a return to the phase o f childhood before the 
repression of emotions took place. Abraham was unable to explain how the lifting of 
depression occurs in some individuals and not others. Bemporad (1978) noted that 
initially Abraham made no mention o f the role played by others in the aetiology and 
maintenance of depression. These issues were, however, addressed by Abraham in 
later contributions (1924).
A second important contribution to the dynamic understanding o f depression was 
Freud's work entitled "Mourning and Melancholia" (1917) (cited in Bemporad, 1978). 
This work can be seen as changing the course of psychoanalysis (Bemporad, 1978). 
Freud compared the two states o f mourning and melancholia, noting the numerous 
similarities as well as the critical differences. Freud saw both states as sharing a 
painful dejection over a loss, a lack of interest in the outside world, the loss o f the 
capacity to love, and an inhibition in activity. However Freud believed that only 
melancholia exhibits a lowering of the self-regard to the extent that there are 
utterances o f self-reproach and irrational expectations o f punishment. Additionally 
the melancholic individual may be vague about the nature o f their loss; may be 
unaware o f what has given rise to their dejection. Freud termed this kind o f loss as 
internal and unconscious. Freud postulates that in childhood the melancholic 
individual forms an intense object relationship which is undermined because o f a 
disappointment with the loved object.
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When the relationship with the object ends a withdrawal o f the libidinal investment 
occurs, but the freed libido is not transferred to another object, possibly because o f a 
narcissistic type of relating. Instead the libido is withdrawn into the ego. An 
identification is made between part o f the ego and the forsaken object; this ego 
identification absorbs the libido and the ego is subject to the scorn and hatred that 
would have been directed at the lost object. Freud proposed that later losses reactivate 
this primal loss and cause the patient's fury to be vented at the original disappointing 
object which has been fused with part o f the patient's own ego. Freud viewed the 
self-reproaches seen in depression as not really directed to the self, but rather to some 
person who the patient loves, has loved, or ought to have loved. These self-reproaches 
are activating against a loved object that has been shifted into the patient's own ego.
In severe cases this leads to suicide. When the fury has been spent or the object is 
abandoned as no longer being of value, the illness passes until another loss reactivates 
the entire process. In some patients there is a sudden release o f libido and this surplus 
energy is expended in manic behaviour (Freud, 1917: cited in Bemporad, 1978).
Freud therefore recognised the interpersonal nature of the disorder and the close 
relationship between the maintenance o f self-esteem and the maintenance o f a 
successful relationship. Freud also attempted to show that depressed individuals are 
predisposed to their disorder by childhood events, usually prior disappointments with 
significant others which lead to pervasive ambivalence in all relationships.
A third major contribution to psychodynamic formulations of depression is that o f 
Melanie Klein (1946) resulting from her work with severely disturbed children. Klein 
postulates two basic developmental stages in the first year o f life which she calls 
'positions’. The first is the 'schizoid- paranoid' position and is characterised by a 
particular perception of part objects rather than that of realistic whole objects. In this 
manner the child resolves the problem of ambivalence by splitting the whole object 
into separate good and bad part objects that do not belong to the same person. The 
infant internalises these objects. The second position is called the 'depressive position' 
and is said to occur at the age of 4-5 months when an infant's cognitive abilities 
mature and they can begin to perceive realistic whole objects.
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At this stage the child realises that good and bad objects belong to the same individual 
and they have to deal with the conflict o f external figures being the sources o f both 
pain and pleasure. There are a variety of ways in which the child can deal with this 
depressive position. Klein proposed that one way the child can cope with this position 
is to became inhibited, depressed and fearful of action lest they destroy the good 
objects. An alternative way of coping proposed by Klein is for the child to deny the 
value o f the good object and to insist that they need no other object other than 
themselves, this is the so-called manic defence. Finally the healthy resolution 
proposed by Klein is for the child to realise that although their actions or wishes may 
have temporarily caused the loss o f the good object, these can be reinstated. In this 
way the individual acknowledges their responsibilities for the hostile feelings, does 
not project them onto others and is reassured that their hostility is not so destructive 
that a good feeling about themselves cannot be regained. The most significant ’ 
predisposition to depression, according to Klein, is the failure o f the infant to 
establish good objects with the ego. This accounts for a lifelong feeling of'badness' 
which is not projected outwards, but which is incorporated into the self-image. Klein 
further advanced the study o f depression by stressing the fear o f  action for loss o f ■ 
needed objects, the lack o f early incorporation o f good objects and the importance Of 
the role o f guilt and hostility rather than libidinal transformation (Bemporad, 1978).
Although there has been no resolution from the dynamic theories o f depression 
regarding a universally acknowledged crucial dynamic, Strieker (1983) outlined a 
number of features common to most if  not all o f the dynamic theories. These are 
described below. The first common feature identified by Strieker is that depression is 
a result o f an early defect. Although the different psychodynamic theories describe 
loss in different languages, all seem to agree that in early experiences an individual is 
inclined to respond to stress with depression, and that this predisposition is then 
reactivated by an experience later on in life. Referrals for depression are often 
presented at the time of this later experience and what a therapist sees are the patterns 
o f behaviour being played out again (Sticker, 1983).
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Case Example
Mr P was referredfor depression at the age o f  35 following the break up o f  his 
marriage. Further assessment revealed that he had been adopted at an early age (loss 
o f biological parents) and that his adoptive parents had divorced.
The second common denominator that Strieker identifies is the nature o f the 
reactivating experience. This is often seen as being due to a loss, so that a current loss 
reactivates the early tendency to depression. Loss can take a variety o f forms, tangible 
or symbolic (Strieker, 1983).
Case Examples
Mr P was referredfollowing the loss o f  his marital relationship.
Mr K  was referredfollowing the probable loss o f a preferred career.
The third common theme, identified by Strieker, that runs through the dynamic 
theories o f depression is the common response to the losses described above. This is 
usually one of hopelessness and helplessness. The reactivation usually produces 
infantile feelings, and these are feelings o f helplessness. This results in the individual 
feeling hopeless with an inability to bring about any effect on his world (Strieker, 
1983).
Case Example
Mr K  was referred following academic difficulties at college. This had resulted in him 
being put on report. He believed that there was nothing that he could do to help 
himself with this difficulty and that future decisions were totally down to his clinical 
tutors.
The fourth common issue in dynamic theories o f depression, identified by Strieker, is 
the role of anger in depression. This is an issue about which there is less agreement 
than the three issues described above. Freud (1917) and Abraham (1911) did not refer 
to anger so much as ambivalence. Bibring (1965) however, did not agree with this 
and viewed the role o f anger as being vital.
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The acting out o f anger may lead to strong feelings o f guilt that can only serve to 
intensify the depressive cycle, and in some cases produce suicidal ideation of 
behaviour (Strieker, 1983). The next commonality identified by Strieker is that o f 
self-esteem. In some theories the role of self-esteem is a peripheral one, whereas it 
plays a central role in the view of some other theories. However there is widespread 
agreement that the depressed individual experiences a deficit in self-esteem (Strieker, 
1983). The final commonality identified by Strieker is the function o f depression. 
Depression is viewed not only as something that the person experiences, but also as 
something that the individual uses when depression takes the form of dependency.
A number o f psychotherapeutic interventions are now subsumed under the terms 
'psychodynamic psychotherapy and psychoanalysis' (American Psychiatric 
Association, 1993). These therapies acknowledge some debt to Freud's 
conceptualisation o f the importance o f ambivalent relationships with loved objects 
that have resulted in self-directed rage and self-destructive impulses (Jacobsen,
1964). Psychodynamic therapy aims to bring unconscious processes into conscious 
and under the ego's control (Karasu, 1977). Once these forces are made conscious, 
difficulties can be anticipated and mastered and conflicts neutralised through the 
process o f insight. Mastery and insight are experienced in the supportive and 
interpretative relationship with the therapist (American Psychiatric Association,
1993). Strieker (1983) viewed the defining feature o f a dynamic approach as the 
recognition that the presenting symptom is embedded in the intrapsychic and 
interpersonal context and that depression can only be treated effectively by attention 
to the context. The use o f boundaries, transference and countertransference that 
strengthen the ego o f the patient are o f paramount importance within psychodynamic 
treatment for depression. The more the ego functions o f the patient are strengthened, 
the stronger the patient feels and the more the patient is able to function (Strieker, 
1983). The importance o f therapeutic boundaries cannot be over-emphasised and 
relate to place, time, conduct and the therapeutic relationship (Molnos, 1995).
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Case Example
Mr P was an erratic attender and missed many sessions. The treatment approach was 
not psychodynamic and so this issue was not addressed in as much detail as it would 
have been done within a psychodynamic model.
Transference refers to the way the past is made present (Makari and Michels, 1993). 
Within transference the patient projects wishes and feelings about a past figure onto a 
neutral screen (the therapist). Within the therapeutic process the therapist is often 
idealised and then almost certainly ends up disappointing the patient, who then 
becomes angry and sees a further sense o f loss (Strieker, 1983). Strieker identified 
feelings of transference as including a coercive, manipulating dependency on the 
therapist. The patient will feel under pressure to behave properly rather than risk 
rejection and the loss o f love and approval (Strieker, 1983).
Case Example
Mr P had been abusing illegal drugs and alcohol as a means o f  coping with his 
depression. When asked about these issues during the initial assessment he denied 
any substance abuse. He was unable to discuss these issues again until later on in 
therapy.
Strieker proposed that there will be a great deal of accompanying resentment and 
anger in such a transference relationship, and that the relationship is also marked by 
an insensitivity to the characteristics o f the therapist. There tends to be a denial of 
anything bad in favour of only seeing the therapist as a good object. Strieker also saw 
these transference manifestations as a suggestion of some of the tasks facing the 
therapist. These are described below. The first task is to attend to the idealising 
transference because o f the inevitable disillusionment. A second task is to attend to 
the sense o f helplessness that produces this manipulative dependency. A third task is 
to tolerate ambivalence. Dealing with patients that hold therapists ambivalently, 
idealise and manipulate therapists inevitably brings about problems of 
countertransference (Strieker, 1983).
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Countertransference refers to the therapist's overall reactions to the patient (Makari 
and Michels, 1993), and may often be a source of important information. By 
self-scrutiny the therapist can get to know more about the patient. One potential 
problem is the acceptance o f idealisation which can lead a therapist to assume total 
responsibility for the welfare o f the patient (Strieker, 1983).
Case Example
During the course o f  therapy Mr P disclosed his drug abuse. This led to an 
overwhelming concern fo r  his detoxification, and a temporary change in the focus o f  
therapy.
By assuming total responsibility, the therapist assures that the patient never assumes 
any personal responsibility. A second countertransference issue is to feel anger at the 
lack of gratitude that despite the therapist's efforts the patient continues to hold them 
ambivalently (Strieker, 1983)
Case Example
Mr K  was attending college, making outpatient appointments difficult to arrange. In 
order to accommodate his timetable he was offered sessions in a location not usually 
used. He was aware o f  these special arrangements. Despite this he continued to 
attend erratically.
Although the above case examples were not offered intervention of a psychodynamic 
orientation, they demonstrate the importance o f some o f the psychodynamic issues.
2. Cosnitive Theories
The resurgence of interest in cognitive psychology and information processing, as 
well as the demand for speedy treatments, have been responsible for increased 
attention to the role o f cognition in the aetiology and treatment o f emotional disorders 
(Beidel and Turner, 1986). The 1970's witnessed the development of a number o f new 
therapeutic cognitive approaches (Robinson, Berman and Neimeyer, 1990).
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As with psychodynamic theories, there are a number o f different models represented 
under cognitive theories (Biedel and Turner, 1986). The discussion here is limited to 
two o f such theories.
One of the first cognitive models was Seligman's learned helplessness model 
(Abramson, Seligman and Teasdale, 1978; Peterson and Seligman, 1984). This 
model was derived out o f experiments administering electric shocks to dogs. After a 
period o f time the dogs gave up and learned to endure helplessly the painful shocks 
(Seligman and Maier, 1967). These findings were generalised to human depression. 
Seligman suggested that the depressed individual has been blocked fi"om mastering 
adaptive techniques to deal with painful situations, instead learning helplessness.
At the core o f this theory is the hypothesis that the depressed individual sees no 
relationship between his responses and the reinforcement he receives from the 
environment (Bemporad, 1978). The depressed individual has a history characterised 
by failure to control environmental rewards. Depression ensues when the individual 
feels he has lost all control over environmental responses and due to this learned 
helplessness perceives himself as being unable to alter this ungratifying state o f 
affairs. He then falls into a state o f passivity, misery and hopelessness. He believes his 
behaviour lacks meaning because it is so ineffective in bringing about reinforcement. 
Examination of this hypothesis on humans revealed that the model was not in a 
position to predict human behaviour as well as that o f animals (Abraham, Seligman 
and Teasdale, 1978). This led to a re-formulation o f the model incorporating an 
attribution-theoretical aspect. This theory is based on individuals' stated explanations 
for the causes o f events (Power and Champion, 1986). The theory proposes that 
depressed individuals perceive bad events due to causes outside their control 
(uncontrollable), due to something about themselves (internal), likely to recur in 
similar situations (stable) and to effect many areas o f their life (global). Good events 
are also seen as uncontrollable, but in contrast to bad events are perceived as external, 
unstable and specific (Abramson et al, 1978).
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The second cognitive theory to be considered is Beck's cognitive model o f depression 
(Beck, 1976: cited in Musikanth and Fourie, 1983). Beck's theory of depression 
claims that depressed affect results from negative thoughts and negatively biased 
perceptions and that depressed individuals are typically pessimistic in outlook and 
show negative distortions in their interpretations of experience, whether past or 
present. Beck outlined various types o f distorted processes such as 
over-generalisation, selective abstraction, magnification and minimisation, and 
dichotomous reasoning.
Case Example
Mr K  reported the following thoughts:^
"IfÎ can't become a (choice o f career) then it is hopeless going on. "
" Although I passed my last assignment, this won't make any difference. "
Mr P reported the following thoughts:- 
" I will never have another relationship. "
"Everything in life is awful. "
Beck used a schema or cognitive structure concept to explain this wide range of 
distortions. These distortions alone do not account for the development of clinical 
depression. Problems arise when critical incidents occur which mesh with the person's 
own system of beliefs (Fennell, 1989). The schemata consisting o f attitudes and 
concepts are not prominent and discernible at all times. Rather they persist in a latent 
state until they are activated by these stressful life conditions (Power and Champion, 
1986; Biedel and Turner, 1986).
Case Example
Mr P's depression occurred after the critical incident o f  his marriage break up.
Mr K's depression occurred after having been put on academic report.
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Once dysfunctional assumptions are activated they produce an upsurge o f negative 
automatic thoughts. The thoughts are termed negative because they are associated 
with unpleasant emotions, and automatic in that they are not a product of any 
deliberate reasoning process. These may be interpretations o f current experiences, 
predictions about future events or recollections o f things that have happened in the 
past (Fennell, 1989). A depressed individual's negative outlook encompasses the self, 
the world and their future (Beck, 1967). This has come to be known as the 'negative 
cognitive triad' (Beck, 1970). The self is inadequate, experiences are interpreted as 
negative, life makes extreme demands, which leads to negative expectations, and 
failure is anticipated. This in turn leads to other symptoms o f depression; behavioural 
(low activity), motivational (loss o f interest), emotional (anxiety), cognitive (poor 
concentration) and physical (loss o f appetite and sleep) (Fennell, 1989).
Case Example
Mr P reported disruptions o f  sleep so that he slept in the day and achieved little else, 
as he was unable to concentrate. He also admitted to binge eating.
Mr K  reported high degrees o f  associated anxiety, demonstrated by his scores on 
standardised measures.
As depression develops, negative automatic thoughts become more and more frequent 
and intense and more rational thoughts are gradually crowded out; hence a vicious 
circle is formed (Fennell, 1989).
The explanations provided by the two theories discussed above is that a cognition 
serves as a relationship between environmental antecedents and consequental 
behaviour. These relationships guide future behaviour. Generally proponents o f a 
cognitive behaviour orientation hypothesise that these cognitions/rules arise as a 
result o f a deficit within the individual's information processing system. It is 
suggested that patients consistently distort reality or reach unreasonable conclusions 
concerning their ability to cope (Meichenbaum, 1974).
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Beck's cognitive therapy is a treatment that has derived from his theory. The aims of 
the theory are to identify and challenge negative thoughts, to develop more accurate 
and adaptive thoughts and to promote cognitive and behavioural responses based on 
these adaptive thoughts (Biedel and Turner, 1986). In this way the vicious circle is 
broken. Biedel and Turner (1986) outline the various components of cognitive 
therapy. Firstly, the approach utilises a significant educational component in which 
the patients are introduced to the ideas that negative thoughts are o f critical 
importance in depression. Secondly, ways o f changing these thoughts are illustrated. 
Techniques designed to evaluate cognitions include identifying automatic thoughts, 
evaluating thought content, and prospective hypothesis testing (Biedel and Turner, 
1986). Biedel and Turner highlight that therapy rarely alters cognitions directly. 
Rather the focus is on changing behaviour and changes in cognition are secondary to 
behavioural alteration. The behavioural procedures involved in cognitive therapy are 
also outlined by Biedel and Turner. These include self-monitoring, graded task 
assignments, scheduling pleasurable events, and entering feared situations.
Case Example
During therapy with Mr P  his thoughts were identified and monitored using Daily 
Thought Logs. During the sessions his thoughts were challenged; What was the 
evidence that he would never have another relationship? How many other people's 
relationships had come to an end ? What would he say to them?
Behavioural techniques used included scheduling o f  daily events to help combat his 
sleep and appetite disturbances. Later on in therapy the booklet 'Coping with 
Depression' (Beck and Greenberg, 1974) was recommended as appropriate reading.
Altshuler and Rush (1984) highlight a number o f issues regarding cognitive 
interventions. Firstly, patients are encouraged to see therapy as a collaborative 
venture. This may include setting an agenda at the beginning o f each session and 
negotiating work to be carried out between sessions. Cognitive therapy is designed 
specifically to address target symptoms o f the depressive syndrome and to increase 
the patient’s capacity to reality test, problem solve and respond in an effective 
manner.
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Rush (1979) comments on the importance o f the therapeutic relationship within 
cognitive therapy; the relationship being seen as a vehicle through which the patient is 
engaged and encouraged to apply specific techniques to combat maladaptive thought 
patterns and belief systems.
Comparison of the Theories and Techniques
From the foregoing it is clear that a controversy does exist between the various 
models with regard to the aetiology and therefore the treatment o f depression 
(Musikanth and Fourie, 1983). Altshuler and Rush (1984) highlight the major 
difference between these two theories; the unconscious, motivational and defence 
emphasis within the analytic therapy as opposed to the learned or simply existential 
emphasis in cognitive therapy. These authors also highlight the differences in 
treatments that have evolved from the different theories. Treatment based on 
psychotherapy emphasises feelings and an understanding of the present via the 
experiences o f the past. Cognitive therapy on the other hand vigorously tests present 
views and assumptions and searches for alternatives. The history taking in 
psychoanalytic therapy focuses on present circumstances and symptoms, life stresses 
that may have precipitated these symptoms and on qualitative aspects of important 
relationships throughout life. Cognitive therapy places less emphasis on individual 
developmental history although long-standing maladaptive beliefs and patterns are 
searched for (Altshuler and Rush, 1984). The greatest difference between cognitive 
and psychoanalytic tlierapy would appear to be in therapy activity and structuring o f 
the sessions (Altshuler and Rush, 1984). The analytic therapist builds rapport and 
alliance by interest and understanding. After taking a history he guides the patient to 
talk about their feelings. The therapist follows the feelings o f the patient, remaining 
neutral- There is room for a wide variation in treatment styles (Altshuler and Rush,
1984). In contrast the therapist's role in cognitive therapy is more clearly structured.
As a guide and a teacher they will be more active from the beginning, in instructing 
and using aids and written material for illustration and learning. Sessions in cognitive 
therapy follow a specific format with an agenda that includes reviewing the previous 
session, reviewing the homework set, discussion o f current items and agreeing new 
homework (Altshuler and Rush, 1984).
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Transference may arise spontaneously in both psychotherapy and cognitive therapy as 
can be seen in case examples above. However as Altshuler and Rush (1984) note 
cognitive therapy does not view transference as taking a central role. In contrast 
transference within psychotherapy is considered a pre-requisite and given 
considerable emphasis. Countertransference is also given great weight (Altshuler and 
Rush, 1984). Dreams are often considered important in psychotherapy and their 
interpretation may be given considerable weight (Freud, 1953). Cognitive therapy on 
the other hand views dreams as existential and the affect in the dreams are given less 
attention (Altshuler and Rush, 1984). In terms of duration, psychotherapy is usually 
unlimited whereas cognitive therapy is put forth as a time limited therapy (Fennell 
and Teasdale, 1987).
It seems impossible that a reconciliation can be found between these models. 
Nevertheless some reconciliation is possible largely by means o f the translation of 
concepts from the different models into a larger more comprehensive viewpoint 
(Musikanth and Fourie, 1983). Usdin (1977) commented on the increasing realisation 
that the different models o f  depression each describe part o f a larger picture and that a 
broad viewpoint affords a more comprehensive view o f this extremely complex 
disorder. Freden (1982), Coyne ( 1976) and Feldman (1981) have each attempted to 
outline a broader perspective. What is now needed is to see how this broader 
perspective can be implemented into the clinical practice and treatment of depression 
(Musikanth and Fourie, 1983).
Summary
Theoretically there is an infinite number o f ways in which to view the aetiology and 
treatment o f depression. Any one may be applicable if it is used in a manner that is 
appropriate to the particular context in which the depressive behaviour manifests.
This variety in treatment techniques allows us to respond differently as the needs of 
the patient vary (Musikanth and Fourie, 1983).
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ESSAY 4: OLDER ADULTS
What is the theoretical basis for group therapy for older people and is such therapy
effective ?
Completed in Year 3
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Mental Health Needs of Older Adults
Advances in medical technology and improved standards of living have increased the 
lifespan in industrialised countries (Ba, 1991). As the incidence and prevalence of 
mental health needs increases with age (Myers, 1989; cited in Myers, Poidevant and 
Dean, 1990), there is an increasing number o f individuals over 65 years of age 
requiring mental health care (Myers, Poidevant and Dean, 1990). Clinical psychology 
can contribute a number o f approaches to this process from behavioural to 
psychotherapeutic approaches and these can be applied to individual, group and 
family work (Britton and Woods, 1996).
Group Therapy with Older Adults
A number of authors have highlighted the advantages o f group therapy. Burnside 
(1986) saw group therapy as cost effective and having the flexibility to offer a range 
of interventions and Yost, Beulter, Corbishley and Allender (1986) viewed group 
therapy as offering opportunities for socialising and normalising the ageing process. 
Group interventions with this clinical population began in the 1950s with work o f 
Silver (1950) and Linden (1953). Since that time the range o f available modes o f 
group treatment has broadened (Johnson, Sandel and Margolis, 1982; Hem and Weis, 
1991), and group therapy with older adults cannot be seen as a single entity 
(MacLennan, Saul and Weiner, 1988; cited in Leszcz, 1990). Burnside (1994) and 
Brink (1979) have both identified a number of themes in group therapies for older 
adults. These include reminiscence therapy, reality orientation, remotivation therapy, 
validation therapy, cognitive behavioural therapy, psychotherapy, support groups and 
peer run groups. In addition groups for older adults are now implemented in a number 
o f settings including day centres, acute in-patient wards, and nursing homes 
(Burnside, 1994). When considering group therapy with older adults a number o f 
specific issues need to be addressed (Burnside, 1994). For example the rooms’ 
furnishings will need to be considered in order to accommodate wheelchairs and 
other physical aides (Femie and Femie, 1990), groups will need to be scheduled for 
when individuals are most alert (Capuzzi, Gross and Friel, 1990) and facilitators will 
also need to be sensitive to possible sensory deficits (Capuzzi, Gross and Friel, 1990).
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In addition what Emery (1981) refers to as 'treatment socialisation' may be necessary. 
Older adults are not used to 'talking therapy' and so an educational model to socialise 
the individual to treatment may need to be considered.
The length o f this paper prevents examination of all the possible group interventions 
for this population. The following approaches have been chosen in order to identify 
the range o f group interventions available for both individuals with dementia-related 
problems and those with a functional mental health problem.
Group Therapy for Cognitively Impaired Older Adults
Approximately five to ten percent o f the population over 65 years of age exhibit 
cognitive decline abnormal for this age group (Bouchard and Rossor, 1996). Although 
hopes for a pharmacological treatment o f dementia are growing (Gauthier, Thai and 
Rossor, 1996) there is as yet no effective cure for dementia. However there are a 
number o f therapies that attempt to alleviate the symptoms and improve an 
individual's quality o f life (Shoham and Neuschatz, 1985).
1. Reality Orientation
Reality orientation (RO) was originated by Taulbee and Folsom (1966) for individuals 
"with a moderate to severe degree o f confusion, disorientation and memory loss " 
(Stephens, 1966: cited in Powell-Proctor and Miller, 1982). RO is suggested as an 
appropriate rehabilitation and management technique for any individual with such 
impairments regardless o f age, diagnosis or aetiology o f illness (Hanley, McGuire and 
Boyd, 1981), and is one o f the most popular approaches in working with older adults 
(Powell-Proctor and Miller, 1982). The disorientation in individuals with dementia 
may be exaggerated due to 'underfunctioning'. This may be due to anxiety regarding 
their performance and an awareness o f their deficits, or alternatively it may be due to 
depressed withdrawal following repeated failures at tasks (Woods and Britton, 1985). 
Whatever the mechanism, RO may be a useful intervention in that it can stimulate 
individuals into re-using forgotten patterns o f functioning and to develop new ways o f 
functioning in order to compensate for neurological deficits (Powell-Proctor and 
Miller, 1982).
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As a secondary consequence the individual's anxiety and/or depression may be 
alleviated as they experience success at certain tasks (Woods and Britton, 1985).
The overall aim o f RO is to increase daily functioning and self awareness (Capuzzi, 
Gross and Friel, 1990). RO can take place both formally and informally. Informal RO 
is described as an ongoing process as care staff continually orientate the individual to 
who and where they are and what time it is, incorporating this information into 
ordinary conversations and the everyday environment (Woods, 1996). In contrast 
formal RO takes place when individuals meet in small groups at specially designated 
times in a more 'classroom' setting and information such as the day, place, daily 
activities and self-care routines are actively rehearsed under the supervision o f a 
therapist (Powell-Proctor and Miller, 1982). Such formal groups were designed to 
supplement informal RO and sessions are adapted according to the skills and interests 
of the group members (Woods and Britton, 1985).
Evaluating the effectiveness o f RO is problematic in that although the techniques are 
described in a number of articles (Drummond, Kirchoff and Scarbrough, 1978; 
Folsom, 1968; Stephens, 1966; cited in Powell-Proctor and Miller, 1982) no manual 
or protocol exists (Powell-Proctor and Miller, 1982). This allows for a large variation 
in how the principles of RO are practised (Powell-Proctor and Miller, 1982). A 
number o f early studies (Folsom, 1967; Taulbee and Folsom, 1966) claimed positive 
gains following participation in RO groups in such areas as mobility, co-operation and 
self confidence. However none of these studies utilised a control group 
(Powell-Proctor and Miller, 1982). Some of the later studies have attempted to 
address this issue. Woods (1979) compared formal RO with 'social therapy' and a 'no 
treatment' control group. Individuals were assessed on both cognitive and behavioural 
measures. The individuals who had received RO performed better on the cognitive 
assessments than either of the other two groups indicating that improvement was due 
to more than just increased activity and/or increased attention from staff 
(Powell-Proctor and Miller, 1982). Hanley, McGuire and Boyd (1981) compared 
individuals matched on age, sex and severity o f dementia who were then randomly 
allocated to formal RO or a control group.
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The individuals were assessed before and after therapy on the Koskela Test of 
Dementia (Perm, 1975; cited in Hanley, McGuire and Boyd, 1981), a specially 
constructed orientation test, and the Geriatric Rating Scale (Plutchik, Conte, 
Lieberman et al, 1970) which assesses the degree o f behaviour change. The results 
indicated that those individuals receiving RO were better able to answer questions on 
the orientation subtest o f the Koskela test, but that this did not generalise to 
improvements in behaviour as measured by the Geriatric Rating Scale. The study can 
be criticised in that the control group did not receive equal amounts o f staff attention 
as the experimental group, therefore any improvement may have been due to 
increased attention and/or activity rather than specifically due to the RO. In a second 
study the same authors randomly allocated individuals to formal RO, formal RO plus 
'ward orientation' and a control group. No change in verbal orientation was found for 
any of the three groups, however the individuals receiving RO plus ward orientation 
were more behaviourally orientated as measured by direct testing. This change in 
behaviour did not generalise to locations other than those used for the training 
(Woods and Britton, 1985).
Powell-Proctor and Miller (1982) criticise studies evaluating the effectiveness o f RO 
on a number of issues. Firstly, although individuals receiving RO might have an 
increased knowledge of the day, date and time, these are not factors critical to 
everyday functioning. They propose that improvements in daily activities o f living, 
such as dressing and increased competence in individuals independently finding their 
way around a residence, are more crucial. Improvements such as these do not appear 
to occur following RO (Hanley et al, 1981). Zepelin, Wolfe and Kleinplatz (1981) 
suggest that behavioural changes may not be reported firstly due to the insensitivity of 
behavioural scales in detecting small amounts of change and secondly due to 
difficulties with completing such scales. Powell-Proctor and Miller (1982) 
hypothesise that informal RO may bring about behavioural changes similar to the 
ward orientation training in Hanley's study, as continual reinforcement is more likely 
to bring about such changes than a few hours o f intervention per week. However there 
appears to have been no evaluation on such intervention.
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Secondly, Powell-Proctor and Miller raise the question of effectiveness o f RO in 
terms o f the permanence o f any improvement. Few of the studies have conducted 
follow-up assessments and so it is uncertain how long improvements in orientation 
continue. Finally the same authors comment on how there has been little attempt to 
delineate which individuals benefit most from RO. In a study by Brooks, Degun and 
Mather (1975), individuals who were the least disorientated were reported as 
benefiting most fi*om RO. However Hanley et al (1981) were unable to demonstrate 
any influence on the outcome due to the severity o f dementia exhibited by the 
individuals. Further research on this issue is implicated.
In conclusion it seems that the benefits o f RO are small, with verbal orientation most 
frequently improved (Woods and Britton, 1985). There is less evidence for 
generalisation to behavioural changes (Powell-Proctor and Miller, 1982). However 
subjective changes including improved staff attitudes and patient enjoyment have 
been reported (Brooks et al, 1975; Hanley et al, 1981). Future research should 
concern itself with evaluating thes^e secondary consequences.
2. Validation Therapy
Babins, Dillion and Merovitz (1988) describe Validation Therapy (VT) as a 
humanistic therapy for disorientated older adults. This approach was developed by 
Naomi Feil in the 1960s and since that time has become increasingly popular in North 
America and subsequently further afield (Woods, 1996). The underlying principle o f 
VT originates in Rogerian psychology; that is accepting an individual's right to be 
unique (Babins, Dillion and Merovitz, 1988). VT also incorporates Erickson's (1963) 
ideas on the final developmental stage of life which he defines as 'ego integrity' versus 
'despair'. An older adult who is in despair is unable to accept unreached goals in their 
life, whereas an integrated individual is able to accept life's events and has resolved 
conflicts (Babins, Dillion and Merovitz, 1988). It is when an individual expresses 
their despair and unresolved conflicts via disorientation that they become seen as 
having a dementia (Feil, 1981). VT assumes that the disorientated individual's speech 
and behaviour has meaning and is an expression o f an unresolved developmental task 
fi^om an earlier life stage (Barker, 1997).
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Feil (1982) categorised four stages of disorientation each of which can be 
distinguished by emotional and physical characteristics; malorientation, time 
confusion, repetitive motion and vegetation. The aim o f VT is to prevent deterioration 
through these stages by accepting the individual's view of reality (Woods, 1996). In 
this way it is hoped that resolution is achieved (Morton and Bleathman, 1988). The 
specific techniques include empathy and knowing an individual's viewpoints and 
values (Brink, 1979) and communicating these via non-verbal communication such as 
touch and eye contact as well as reminiscence. Through these techniques the 
individual's communication of emotions and feelings are acknowledged and validated 
(Barker, 1997).
Research on the effectiveness of group VT is limited (Babins, Dillion and Merovitz, 
1988). Babins, Dillion and Merovitz (1988) describe three early studies o f VT. The 
first by Feil (1971) reported a decrease in incontinence and negative affect, and an 
increase in positive affect. The second by Alprin (1980) also reported positive 
changes in behaviour. These studies are criticised by Babins and colleagues as lacking 
in both the use o f a control group and the use of objective outcome measures. The 
third study described by the same authors was that o f Peoples (1982) who compared 
RO, VT and a 'no treatment’ control group. Positive behaviour changes occurred only 
for the individuals receiving VT. Babins and colleagues criticised this paper on the 
grounds that the individuals in each group were not matched for severity o f 
disorientation. Shoham and Neuschatz (1985) describe how in a long-term care 
facility, groups had been run along Taulbee and Folsom's (1966) guidelines for RO. 
However the authors viewed this therapy as having a 'demeaning effect' on the 
individuals involved as it constantly reminded them o f their memory difficulties. 
Therefore the approach was changed to one more akin to VT. However no formal 
evaluation of any of such groups was attempted by Shoham and Neuschatz. Babins, 
Dillion and Merovitz (1988) randomly assigned twelve elderly individuals matched 
for severity o f disorientation to 11 weeks o f VT or a control group.
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The individuals were assessed before the therapy and eleven days after its completion 
on a number of assessments, including the Nurses Observation Scale for In-patient 
Evaluation (NOSIE-30) (Honingfeld and Klett, 1965) and the Philadelphia Multi 
Level Assessment Instrument Cognitive Domain (PCI) ( Lawton, Moss, Fulcumer and 
Kleban, 1982). The results from the NOSIE-30 indicated that the ’irritability’ score 
increased over time for those individuals in VT whereas it decreased for those in the 
control group. The authors believed that the increase in this score for those in VT may 
have been due to the discussion of past conflicts in the individuals’ lives. The 
’retardation’ score from this assessment decreased for those in VT whereas it 
increased for those in the control group. The authors interpreted this as VT slowing 
down general mental deterioration. No change was observed on the PCI score for 
either group. There are a number o f criticisms of this study. The authors note that 
none o f the assessments utilised are standardised which makes comparison with other 
studies problematic. In addition, although the direction o f change in scores is 
reported, the statistical significance o f such changes is not given. Lastly individuals 
in the control group did not receive any additional attention/activity so one cannot be 
sure that any improvement was specifically due to the techniques o f VT.
Group Therapy for Older Adults with a functional mental illness
The psychological services for older adults who have a functional mental illness are 
as varied as the services for the general population (Zimpfer, 1987), although 
treatment goals and assessment tools may need to be adapted (Woods and Britton,
1985). Older individuals have often experienced a number of losses and changes 
including physical changes, changes in role and status and changes in relationships 
(Saul and Saul, 1990). The psychological response to such changes is often 
depression and the associated symptoms of lowered self-esteem, sadness, withdrawal, 
loneliness and anxiety (Blazer and Friedman, 1979; Saul and Saul, 1990). Therefore 
many o f the group interventions with this clinical population attempt to deal with 
loneliness, rejection, isolation, health problems, concern for physical appearance and 
so forth (Zimpfer, 1987).
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1 ■ Psychotherapy
Psychotherapy is based upon a dynamic view of psychiatric illness (Pitt, 1982). 
Dynamic psychiatry recognises the importance of dysfunctional past relationships and 
seeks to improve these through therapy and the associated use o f transference (Pitt, 
1982). Initially elderly individuals were thought to be unsuitable for psychotherapy 
(Johnson, 1985) due to a lack o f flexibility, a lack o f insight and an inability to 
interpret transferences (Sheikh, Mason and Taylor, 1993). However since the 1950s a 
number o f successful psychotherapeutic case studies have been reported, resulting in 
this approach becoming increasingly popular (Woods, 1996). Corey (1985) described 
group psychotherapy for older adults as a process to "explore the problems that are 
common among older people, providing a supportive mileu, enhance a sense of 
belonging and offer opportunities for reality testing". The goals o f group 
psychotherapy with older adults are similar to those o f other clinical populations; that 
is to help individuals with the stresses o f their stage o f life and to enable them to 
function at a level which is satisfactory (Saul and Saul, 1990); to provide a  place to 
identify and express feelings; to find support from other group members with similar 
feelings (Altholz, 1978) and to provide the means to accept and resolve long-standing 
attitudes o f their life experiences (Berger, 1968). There are a number o f theories 
within the domain of psychotherapy (American Psychiatric Association, 1993). 
However the defining feature of all o f these is that a symptom such as depression is 
embedded in intrapsychic and interpersonal contexts and that these are treated by 
attending to these contexts (Strieker, 1983). Therefore the goals o f psychotherapy are 
achieved by attending to the relationships between group members and the 
therapist(s), and by the group members experiencing a range o f emotions and gaining 
insight into the impact these have (Saul and Saul, 1990). Sparacino (1978) listed a 
number of modifications necessary for psychotherapy for this client group, including 
increased activity by the therapist and limited goals for therapy, and Woods and 
Britton (1985) comment on how the therapist-patient relationship is often seen as 
different from that for younger individuals, in that the age difference may lead to 
certain transference patterns.
70
Academic Chapter: Older Adult Essay
Group psychotherapy reports in the literature have mainly been concerned with issues 
of loss, death and depression (Riley and Carr, 1989). Saul and Saul (1974) reported 
on group psychotherapy for ten in-patients. Attendance at the group was in addition to 
participation in other groups running at the same time including occupational therapy 
and recreational groups. The goals o f the treatment included improvements in 
memory, communication skills, self-awareness and social skills. The authors 
described positive changes after six months o f the group including individuals’ 
increased participation in other programmes. However these changes were not related 
back to the original goals o f the group, no objective measures were utilised and no 
comparison against a control group who did not receive psychotherapy was made. 
Therefore one is unable to ascertain whether the reported changes were due to the 
psychotherapy, one o f the other programmes or a combination o f interventions. 
Similarly Leszcz, Feigenbaum, Sadavoy and Robinson (1985) describe positive 
outcomes following a psychotherapy group in a nursing home. Group members were 
described as being more involved with each other and more amenable to participate in 
other activities taking place in the nursing home. The study can be criticised on 
similar grounds to that o f Saul and Saul (1974) in that no objective evaluations nor a 
control group were included in the study. In addition, although the group was 
described as psychotherapeutic it also involved elements o f life review/reminiscence.
Berland and Poggi (1979) described a psychotherapeutic intervention with individuals 
living in a retirement home. The authors reported that the individuals had wanted to 
talk about both themselves and painful issues and that the therapists ’transference 
interpretations’ were utilised effectively. However as the individuals were screened 
for cognitive impairments before inclusion in the group it most likely comprised o f 
the highest functioning individuals in the home (Johnson, 1985). These individuals 
were therefore able to participate in unstructured discussion and have insight into 
transference interpretations. Individuals who experience even a mild degree o f 
cognitive impairment may not be able to benefit from such a group (Johnson, 1985).
71
Academic Chapter: Older Adult Essay
More recent group psychotherapeutic interventions have been reported by Johnson 
(1985), Milinsky (1987), Ba (1991) and Sheikh, Mason and Taylor (1993). All of 
these studies ha ve been descriptive in nature, reporting themes o f clinical interest and 
transference and countertransference examples. The majority report positive results 
such as an ability to participate in such groups, increased participation in other 
activities and with other group members, and sadness when groups ended.
However none have addressed the issues o f objective evaluations nor randomisation 
to control groups. In addition the specific content o f the therapies is poorly described 
and some (Leszcz, Feigenbaum, Sadavoy and Robinson, 1985) have included 
elements of other therapies.
2. Cognitive Behavioural Therapy
Lindesay, Briggs and Murphy (1989) reported that 13.5% of individuals over 65 years 
of age suffer from depression. Beck (1976) viewed depression as resulting from 
distorted perceptions o f the self, the world and the future and proposed cognitive 
therapy as an alternative to drug treatment for this disorder. The treatment emphasises 
conscious cognition and learning (Leszcz, 1990) and the central components are the 
identification o f dysfunctional attitudes and cognitions and the generation of 
alternative cognitions (Leszcz, 1990). Cognitive behavioural therapy (CBT) also 
includes behavioural approaches such as modelling, role play and feedback (Leszcz,
1990). The effectiveness o f individual CBT for the elderly has been demonstrated 
(Knight, 1986; Thompson, Gallagher and Brechenridge, 1987; Morris and Morris,
1991). There are fewer studies on the effectiveness o f group CBT with this client 
group than with other clinical populations. Steuer and Hammen (1983) cite four cases 
o f older adults treated for depression with group CBT. All the individuals met the 
criteria for a DSM-III-R diagnosis o f major depressive disorder and all scored above 
the cut-off score on the Hamilton Rating Scale for Depression (Hamilton, 1967) and 
the Zung Self Rating Depression Scale (Zung, 1965). No formal evaluation o f the 
treatment was reported but the authors noted a number o f themes o f clinical interest. 
The eldest individuals had more difficulties with 'thought catching' and more 
difficulties with cognitive restructuring than the younger individuals.
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All o f the individuals were 'passive' in their responses and Steuer and Hammen 
believe that this may be due to previous experiences with medical and associated 
professionals, in that they are seen as being the 'expert'. All the individuals needed 
encouragement to generate and act out new behaviours and strategies for themselves 
and showed an unwillingness to change old patterns of behaviour. Therefore it seems 
that age-related changes in intellectual functioning may result in CBT needing to be 
modified for this age group (Steuer and Hammen, 1983). The authors acknowledged 
the need for quantifiable research and also that research into the optimal duration of 
treatment is needed. The small sample number in this group limits the usefulness of 
the findings.
Leung and Orrell (1993) reported a number o f CBT groups run for this population. All 
the individuals had a diagnostic category according to DSM-DI-R including major 
depressive episode, dysthymia and cyclothymia. Each group ran for seven sessions 
and individuals were assessed on the General Health Questionnaire (GHQ) (Goldberg 
and Williams, 1988), the Beck Depression Inventory (BDI) (Beck, 1978) and the 
Philadelphia Geriatric Centre Morale Scale pre and post-therapy. When the 
participants were taken as a whole group there were no differences in any o f the 
assessments after receiving the therapy. However when the group members were split 
into those with major depressive episode (MDE) and those with another disorder, 
those with MDE showed improvements on the GHQ, the BDI and PGC morale scale. 
In addition 69% of these reported improved mood at one month follow-up compared 
to 50% of those with a disorder other than MDE. Therefore it seems that CBT may be 
more effective with some individuals than others. The authors acknowledged the lack 
o f a control group in their design and suggested repeating the study using a waiting 
list control. One of the few studies to have addressed symptoms other than depression 
is that of Moffat, Mohr and Ames (1995) who treated individuals who were exhibiting 
symptoms of depression and anxiety with group CBT. The therapy included 
monitoring o f thoughts, challenging negative assumptions, examining the links 
between thoughts and feelings, increasing pleasurable events and relaxation training. 
The individual's mood was monitored using the Hospital and Anxiety and Depression 
Scale (HADS) (Zigmond and Snaith, 1983).
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However no evaluation o f change in mood before and after therapy was reported. The 
authors proposed using the HADS and other objective outcome criteria in fiiture 
studies as well as the use o f random allocation to experimental and control groups.
3. Reminiscence Therapv
Reminiscence therapy (RT) was begun by Ebersole in 1970s (see Ebersole, 1978). 
Butler’s (1963) theories regarding the life review process serve as the basis for this 
therapy. RT also draws on Erickson’s (1963) developmental tasks o f later life. 
Erickson viewed the developmental task o f later life as one o f ’ego integrity’ versus 
’despair’. The task is mastered by being able to review one's life without feelings o f 
despair. The elderly individual engaging in reminiscence may encounter memories 
and conflicts and in certain situations may be able to take on a new perspective and 
arrive at a resolution (Poulton and Strassberg, 1986). RT has been used to generate 
pride in past achievements, righting old wrongs and enhancing self-esteem 
(Havinghurst and Glasser, 1972). Ebersole (1978) viewed the 'cohort effect’ as a major 
benefit in reminiscence groups in that members come to value themselves, their life 
memories and those o f other group members. The result o f these processes being an 
increase in self-esteem (Poulton and Strassberg, 1986). In addition RT can increase 
social skills as group members share memories with each other (Capuzzi, Gross and 
Friel, 1990). RT has been used as an intervention for both individuals with dementia 
and those with functional mental health problems. Little in the way o f research with 
the former is available (Woods and Britton, 1985). Research on RT with individuals 
with depression is more common. Matteson and Munsat (1982) describe an RT group 
conducted with seven elderly individuals in a long-term care facility. The group 
comprised of eight sessions structured to achieve a chronological progression through 
the lives of the group members. The goals o f the group included decreasing social 
isolation and depression in the members. The authors reported that these goals were 
met, and that social isolation decreased following therapy. However the authors did 
not mention how these goals were measured and no control group was utilised.
Perotta and Meacham (1982) compared RT with a 'current events' group and a 'no 
treatment' control group.
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No changes in depression or self-esteem were found, possibly due to the short nature 
of the treatment (15 sessions) (Woods and Britton, 1985). As with RO, research on 
the effects o f RT on staff attitudes is warranted as well as its impact on group 
members' quality of life (Woods and Britton, 1985).
Comparative Studies
From the above it can be seen that a variety o f approaches can bring positi ve 
outcomes for older adults with a variety o f psychological problems. Only a few 
studies have directly compared different approaches. Steuer, Mintz, Hammen et al 
(1984) randomly assigned 20 individuals to either group CBT or psychodynamic 
group therapy. Individuals were assessed on the Hamilton Depression Scale 
(Hamilton, 1967), the Hamilton Anxiety Scale (Hamilton, 1959), the Zung Self 
Rating Depression Scale (Zung, 1965) and the BDI (Beck, 1978). Individuals in both 
treatments significantly improved on all the measures. The only statistical difference 
between the two treatments was on the BDI which favoured the CBT group. The 
authors hypothesised that this may be due to the links between the treatment and the 
scale. They also acknowledged the lack o f control group but did not believe that the 
improvements could be due to spontaneous remission as all the individuals had a long 
history o f depression. Weiss (1994) compared cognitive group therapy with a life 
review group therapy for individuals in a long-term care facility. Forty-eight 
volunteers who were matched for age were randomly assigned to one o f two cognitive 
therapy groups, one of two life review groups or a control group. The four therapy 
groups ran for eight sessions each. The effectiveness o f the groups was evaluated 
using the Beck Depression Inventory (BDI) (Beck, 1978) and the Life Satisfaction in 
the Elderly Scale (LSES) (Salamon and Conte, 1990). Assessments were completed 
before and after the eight sessions and at six-week follow-up. The results indicated 
that both therapy interventions produced increased feelings o f purpose and usefulness 
in life compared to the control group as measured by the LSES. The two types of 
therapy did not significantly differ from each other. No differences were found 
between the two therapies in terms o f BDI scores. The authors suggest that in the light 
of the findings a group combining the two treatment approaches might be beneficial 
for older adults.
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They also suggested that further evaluations should use an alternative outcome 
measure to the BDI as this instrument is not best suited to the needs and situation o f 
this clinical population. Along similar lines Safran (1984) argues for a bridge between 
psychotherapy and CBT in that both models are addressing similar issues and could 
be used to compliment each other. Future research should address the effectiveness of 
such eclectic approaches (Beitman, Goldfried and Norcross, 1989)
Summary
The effectiveness of group therapy with older adults is not readily determined. The 
group studies that have been conducted with this age group encompass a number o f 
different theories, and some studies utilise eclectic models. In addition there are 
differences in the individuals selected for the studies and where the studies are 
implemented. Few of the studies have adequate outcome measures, many only having 
a clinical description o f treatment outcomes. O f those that do utilise objective 
measures, not all are standardised, making comparisons problematic. In addition 
many o f the studies lack follow-up assessments. However despite these 
methodological weaknesses, nearly all the studies report some degree o f success. 
Future research should address systematic objective evaluations of these different 
approaches in group interventions, in order to determine which forms o f therapy are 
most effective for specific sub-populations o f older adults (Riley and Carr, 1989).
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ESSAY 5: NEUROPSYCHOLOGY
Discuss the contribution that clinical neuropsychology can make to the assessment o f
Dementia of the Alzheimer's Type.
Completed in Year 3
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INTRODUCTION
Dementia has been defined as a global deterioration in mental functioning (Lishman, 
1987). It is an acquired disorder, the implication being that intellectual deterioration 
has occurred from what was once a higher level o f functioning during a person’s life 
(McKhann, Dracliman, Folstein et al, 1984). There are a number of causes of 
dementia including degenerative diseases, infections and vascular incidents 
(McKeith, 1994) all o f which result in differing degrees of change in cognition, 
behaviour, and personality (Miller and Morris, 1994). Alzheimer's disease was first 
described by Alois Alzheimer in 1907 (Hoff, 1991), and is the most well known of the 
degenerative disorders, accounting for more than 50% of dementias and affecting 
approximately 7% of individuals aged 65 years or more (Terry and Katzman, 1983; 
Bouchard and Rossor, 1996). Alzheimer's disease is associated with enlarged 
ventricles and sulci of the brain (Lantos and Cairns, 1994) and with the presence of 
senile plaques, neurofibrillary tangles and granulovascular degeneration (Esiri, 1991). 
A number of neurochemical changes are also associated with Alzheimer's disease 
including impaired noradrenergic and cholinergic systems (Perry, Gibson, Blessed, 
Perry and Tomlinson, 1977). The diagnosis o f Alzheimer's disease can only be 
confirmed at post mortem and so the disease is often referred to as dementia o f the 
Alzheimer's type (DAT) (McKhann et al, 1984). The causes o f DAT are not yet fully 
recognised although mutations o f certain chromosomes play a part in some cases 
(Cummings and Khachaturian, 1996).
THE PURPOSE OF NEUROPSYCHOLOGICAL ASSESSMENT 
In order to consider how clinical neuropsychology contributes to the assessment o f 
DAT it is first necessary to look at the reasons behind an assessment and identify the 
objectives to be achieved (Miller and Morris, 1994). Several authors (Miller and 
Morris, 1994; Morris and McKieman, 1994; Davies, 1996) have identified a number 
o f reasons why neuropsychological assessment of an individual with suspected DAT 
may be undertaken. The main reason is to make a diagnosis and to rule out alternative 
explanations for observed cognitive decline.
88
Academic Chapter: Neuropsvcholosv Specialist Essay
Secondly the results o f assessments can be utilised to monitor progress over time, 
including the efficacy o f any treatment received by the individual, and thirdly 
assessment can contribute to the management and rehabilitation o f the disease.
Before examining how clinical neuropsychology can contribute to each o f these 
processes, it is worth mentioning that many o f the individuals being assessed 
suspected o f having DAT are elderly and consequently there may be a number of 
additional issues that need to be taken into account (Miller and Morris, 1994; Morris 
and McKieman, 1994). These include reduced comprehension o f the purpose o f the 
assessment and general cognitive slowing (Morris and McKieman, 1994). In addition 
the presence o f sensory and physical impairments might affect performance on 
cognitive tasks (O'Neill and Calhoun, 1975). The above issues may need to be 
allowed for by providing shorter assessment sessions (Miller and Morris, 1994), 
adapting test material, for example by using large print (Morris and McKieman,
1994) and by ensuring that sight and/or hearing are appropriately augmented (Dastoor 
and Mohr, 1996).
NEUROPSYCHOLOGICAL ASSESSMENT FOR DIAGNOSIS OF DAT
Despite the fact that the disease was first described 90 years ago, the detection of 
DAT remains difficult (Cummings and Khachaturian, 1996). The diagnosis of 
dementia is fundamentally a clinical one (Bouchard and Rossor, 1996) based on 
careful clinical histories including medical, neurological, behavioural and psychiatric 
information as well as physical examinations. Computerised tomography and other 
laboratory tests are valuable to mle out other aetiologies (Lezak, 1995). The 
differential diagnosis involves differentiating between different types o f  dementia and 
between dementia and psychiatric disorders (Miller and Morris, 1994). It is 
increasingly recognised that DAT is heterogeneous in its presentation and course 
(Cummings and Khachaturian, 1996; Bouchard and Rossor, 1996) which contributes 
to the problematic diagnosis (Cummings and Khachaturian, 1996).
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However, despite this heterogeneity, common patterns of DAT have been identified 
and translated into specific diagnostic criteria. There are three widely used criteria- 
based approaches; International Classification of Diseases (ICD-10) (World Health 
Organisation, 1992), Diagnostic and Statistical Manual of Mental Disorders 
(DSM-IV) (American Psychiatric Association, 1994) and the National Institute o f 
Neurological and Communicative Disorders and Stroke-Alzheimer's Disease Related 
Disorders (NINCDS-ADRDA) (McKhann et al, 1984). The three classifications share 
many features; each describes a progressive deterioration with a decline in memory, 
impairment in at least one non-memory cognitive domain, and all refer to an impact 
on the activities of daily living (Cummings and Khachaturian, 1996). Indications from 
these criteria are that clinical neuropsychological investigations should include the 
evaluation o f memory, orientation, language and literacy skills, visuospatial and 
visuoperceptual skills and the evaluation o f judgement (Bouchard and Rossor, 1996).
a) Neuropsychological Screening Tests
The potential difficulties o f assessing individuals who are elderly and exhibit 
cognitive decline means that many individuals with suspected DAT may not be able 
to tolerate an extensive assessment. This has led to a number of brief cognitive 
assessments being developed in order to screen for the possibility o f a dementia.
These assessments contain items that are components o f a neuropsychological 
assessment and will provide preliminary identification o f potential areas o f weakness 
(Dastoor and Mohr, 1996). One example o f such a screening assessment is the Mini 
Mental State Examination (MMSE) (Fillenbaum, Heyman, Wilkinson and Haynes, 
1987; Folstein, Folstein and McHugh, 1975). This test contains items on memory, 
language, orientation and a figure copying task. Scores below a cut-off are indicative 
of a dementia. The MMSE has been criticised as being of poor diagnostic value. In a 
study by Folstein (1985) only one third o f individuals identified as having DAT using 
the MMSE had developed the disease at follow-up, although none o f the individuals 
assessed as not having dementia subsequently developed DAT. This unreliability may 
be due to the fact that the cut-off score is a unitary measure that is derived from 
assessments o f very different cognitive functions (Davies, 1996). The MMSE is also 
heavily influenced by educational level (Jorm, 1986).
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Individuals with a high degree of education and who are suffering from a dementia 
may score above the cut-off, and similarly individuals with limited education without 
the presence of a dementia may score below the cut-off (Bouchard and Rossor, 1996). 
Therefore this test cannot reliably be used as a single diagnostic test. Another popular 
screening test for dementia is the Kendrick Cognitive Tests for the Elderly (Kendrick,
1985). This test comprises o f two parts, object learning and digit copying and so 
provides information on two important areas o f functioning thought to be involved in 
dementia; recent memory and psychomotor speed (Davies, 1996). However the focus 
on just two areas o f cognition means that it is limited as an assessment of general 
cognitive decline (Davies, 1996). Further examples of screening instruments are the 
Middlesex Elderly Assessment o f Mental State (ME AMS) (Golding, 1991) and the 
Cambridge Mental Disorders o f the Elderly Examination (CAMDEX) (Roth, Tym, 
Mountjoy et al, 1986). The ME AMS should be able to be passed by all normal 
subjects regardless of their level o f intelligence. As a result it tends to be less 
sensitive to very mild deficits in cognitive functioning (Morris and McKieman, 1994). 
The cognitive component of the CAMDEX, like the MMSE, relies on a cut-off score, 
although Morris and McKieman (1994) suggest that it is more sensitive than the 
MMSE as it is less liable to ceiling effects. However it is probably too long an 
assessment to be used for screening purposes only (Davies, 1996).
Although screening instruments have limitations in that they do not provide the depth 
and breadth o f information o f a comprehensive neuropsychological assessment, they 
may be useful as a starting point for a more detailed evaluation, provided the patient 
is motivated and is able to participate in such an investigation (Morris and 
McKieman, 1994).
b) Comprehensive Diagnostic Neuropsychological Assessment
The heterogeneous presentation and the widespread neuropsychological impairment 
in DAT require that a number o f cognitive domains should be assessed (Morris and 
McKieman, 1994).
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Assessment o f Intellectual Decline
Given the definition o f dementia, it is expected that changes in intellectual 
fimctioning should occur (Miller and Morris, 1994). The most commonly used 
assessment o f intellectual fimctioning is the Wechsler Adult Intelligence Scale - 
Revised (WAIS-R, Wechsler, 1987). This is a battery comprising of a number of 
verbal and non-verbal tests o f various abilities thought to be useful in measuring 
intellect (Davies, 1996). Norms for individuals 75 years o f age and over have been 
developed (Ryan, Paola and Brugarat, 1990). There are a number o f ways in which 
the WAIS-R profile can be used to detect the presence o f DAT. The first way is to 
examine the verbal-performance (VIQ-PIQ) discrepancy. Studies by Morris (1987) 
and Ron, Toon, Garralda and Lishman (1979) both found that verbal intelligence 
declines less than performance intelligence in dementia. This has led to the VIQ-PIQ 
discrepancy being used as an index o f deterioration, with a fifteen point difference 
being indicative of decline (Morris and McKieman, 1994). A second way o f using the 
WAIS-R profile is to calculate a WAIS Deterioration Quotient (Wechsler, 1958). This 
index is based on those subtests that are and those that are not resistant to 
deterioration. Savage, Britton, Bolton and Hall (1973) applied both the above 
procedures to a sample o f individuals with DAT and multi-infarct dementia (MID). 
Using the WAIS Deterioration Quotient, 52% of the sample exhibited the profile 
compared to only 7% o f control subjects who did not have a dementia. This compared 
to 29% of the sample and 17% of the control group having a VIQ-PIQ discrepancy o f 
fifteen points or more. These results suggest that both of the above procedures should 
only be taken as approximate indices o f cognitive decline (Morris and McKieman, 
1994). A third measure that can be derived from WAIS-R profiles, originally 
developed to investigate the cognitive effects o f anticholinergic drugs in healthy 
individuals is the Fuld Deterioration Index (Drachman and Leavitt, 1974; Drachman, 
1977). As DAT patients have reduced cholinergic fimctioning (Perry et al, 1977), it is 
proposed that individuals with DAT should show the same profile as healthy 
individuals given anticholinergic drugs. A number o f studies have investigated this 
procedure with a variety o f results. Fuld (1984) found that 44% of individuals with 
DAT showed this profile compared to 4% of individuals with dementia o f a non- 
Alzheimer type.
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Logsdon, Teri, Williams et al (1989) found that 22% of individuals with DAT 
exhibited the profile compared to 13% of a control group. The differences in the 
results o f these studies may in part be due to differences in sample selection (Morris 
and McKieman, 1994), however caution is clearly needed when using this 
interpretation of the WAIS profile.
An alternative use o f the Wechsler scales has been to compare the level of current 
functioning to an estimate of premorbid functioning, with a large discrepancy 
between the two indicating generalised deterioration. Premorbid abilities can be 
estimated via a number of ways. Firstly occupational attainment can provide evidence 
o f premorbid abilities. This is most successful for individuals who have previously 
had successful careers that clearly demanded high intellectual abilities (Morris and 
McKieman, 1994). A second way o f estimating premorbid abilities is to use cognitive 
tests that are known to be resistant to brain damage. These include tests o f vocabulary 
(Davies, Spelman and Davies, 1981) and there is good evidence that word reading is 
resistant to the effects o f dementia (Nelson and McKenna, 1975). Using the Schonell 
Graded Word Reading Test, (Schonell, 1956), Nelson and McKenna (1975) found no 
differences between dementing individuals and age-matched controls on the reading 
test. These findings have led to the development o f the National Adult Reading Test 
(NART) (Nelson, 1982) and its revised version (Nelson and Willison, 1991) which 
provide estimates of premorbid IQ. This estimation can then be compared with 
current IQ from the WAIS-R (Davies, 1996). A number of studies have supported that 
there is no difference betw^een the performance o f individuals with DAT and controls 
on the NART (Crawford, Parker and Besson, 1988; Kopelman, 1986). However in 
contrast Hart, Smith and Swash (1986) found that individuals with DAT did show a 
slight decline in their NART scores compared to a control group. There are also a 
number o f difficulties with using the NART. Firstly it is not a suitable assessment for 
individuals who may have dyslexia (Morris and McKieman, 1994); secondly the test 
is liable Jo  both floor and ceiling effects; and lastly the norms do not extend beyond 
70 years, although there is evidence that the NART is resistant to ageing at least until 
84 years (Beardsall and Bra>me, 1990).
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Hart, Smith and Swash (1986) compared predicted Full Scale IQ's obtained from a 
vocabulary test, the Schonell Graded Word Reading Test and the NART for 20 
individuals with DAT. The results indicated that the NART was the best indicator of 
premorbid level o f functioning. However the sample in the study were relatively 
young (under 74) and all had symptoms severe enough to warrant specialist 
investigations. It is uncertain how these results would generalise to older individuals 
and those within a wider population.
An alternative to the Wechsler scales for measuring general intellectual functioning 
are the Ravens Progressive Matrices (Raven, Court and Raven, 1977) which although 
having norms for elderly individuals, relies only on non-verbal skills and therefore 
cannot be used with individuals who have visual or perceptual problems (Davies, 
1996). Miller (1977) found that individuals with DAT performed poorly on the 
matrices compared to their performance on a vocabulary scale.
Assessment o f Memory Impairment
Memory impairment is one o f the most striking features o f DAT at least in the early 
stages (Morris, 1989; Morris and Kopelman, 1986). The onset o f memory disturbance 
in DAT is insidious and develops gradually. Initially difficulties with memory are 
more noticeable when there are changes o f routine such as holidays, but as the disease 
progresses the individual becomes increasingly disorientated. The memory 
impairment associated with DAT is complex and there is an enormous literature in 
which studies have attempted to identify which aspects of memory are effected by the 
disease. Experimental analysis o f the memory function of DAT suggest that 
individuals with DAT have deficits in primary, secondary, semantic and remote 
memory (Knight, 1992).
One of the most widely used assessments o f both primary and secondary memory is 
the Wechsler Memory Scales-Revised (WMS-R) (Wechsler, 1987 ). An overall 
memory score, a memory quotient, can be calculated but investigation of the profile 
o f performance across different subtests may be of more use (Morris and McKieman, 
19941.
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Partridge, Knight and Feehan (1990) found that performance on the logical memory 
subtest clearly discriminated between individuals with DAT and non-dementing 
controls. However the WMS-R has been criticised in that it is difficult to administer 
in the later stages o f DAT as impairments in other areas may affect an individual's 
performance on certain subtests (Morris and McKieman, 1994). Further criticisms are 
that the assessment is heavily weighted towards the assessment of verbal memory and 
learning (Morris and Kopelman, 1994), that the test does not relate well to everyday 
memory functioning (Sunderland, Harris and Baddeley, 1983), and that a number o f 
the tasks require good visual acuity, a potential problem in the elderly (Davies, 1996).
The Warrington Memory Test (WMT) (Warrington, 1984) is another widely used 
memory test which assesses recognition memory. Although it has the advantage that 
orientating instructions ensure that an individual is concentrating on the material 
(Morris and McKieman, 1994) this can prove quite demanding for an individual with 
DAT as they may be unable to complete the instmctions within the time limit (Morris 
and Kopelman, 1994). In addition the WMT only assesses impairments in one aspect 
o f memory (recognition) and so caimot be seen as a comprehensive assessment o f 
memory skills (Davies, 1996). The Rivermead Behavioural Memory Test (Wilson, 
Cockbum and Baddeley, 1985) was specifically designed to test everyday memory 
and utilises tasks that are generally easier and more acceptable to the individual being 
tested. It also has the added advantage of recently being standardised for individuals 
70 to 90 years old (Cockbum and Smith, 1989). However the nature o f the tasks 
employed means that it is not as efficient for detecting slight deficits in memory 
functioning (Morris and McKieman, 1994).
Semantic memory is commonly assessed by asking individuals to produce words 
according to a certain mle, such as those beginning with a certain letter or belonging 
to a specific category. Individuals with DAT usually show impairment on such tests 
(Kirshrier, Webb and Kelly, 1984), and Weingartner, Kaye, Smallberg et al (1981) 
found that individuals with DAT performed least well when required to produce 
words belonging to semantic categories.
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However Rosen (1980) and Hart, Smith and Swash (1988) found that individuals with 
DAT performed better at producing words belonging to semantic categories. The 
discrepancy in results may be due to the fact that performance on word fluency tests 
also reflects other cognitive components including initiation, attention and speed and 
efficiency of search (Rosen, 1980). Nebes, Martin and Horn (1984) found that when 
given semantic tasks that require minimal effortful processing, individuals with DAT 
performed equally as well as controls.
In contrast to the above, individuals with dementia are least impaired at remembering 
events from the past, for example events that occurred during their childhood (Morris, 
1986). Autobiographical memory can be assessed via the Famous Faces Test (Albert, 
Butters and Levin, 1979) and individuals with DAT have been shown to be impaired 
on this test. However their performance showed a uniform reduction over time 
compared to that of Korsakoff s patients, who showed a far more pronounced gradient 
(Sagar, Cohen, Sullivan et al, 1984). An alternative measure o f autobiographical 
memory is to ask individuals to talk about events that have been important to them in 
their lives (Cohen and Faulkner, 1988). Fromholt and Larsen (1991) conducted a 
study with individuals with DAT and found that they displayed similar results to that 
o f elderly controls.
Assessment of Language Impairment
Although memory impairment is often the first indication o f DAT, there are often 
subtle changes in language functioning even in the early stages (Morris, 1992). There 
is some evidence that language impairments are most prominent in DAT with an early 
onset (Filley, Kelly and Heaton, 1986; Seltzer and Sherwin, 1983). Word finding 
difficulties are often the first language area to become impaired with deficits in 
naming objects and/or retrieving words in everyday conversation (Morris and 
McKieman, 1994). In the early stages o f DAT the individual may compensate for 
these difficulties by 'talking around' the word (Morris, 1992) but as the disease 
progresses this is more difficult and eventually comprehension o f language also 
becomes impaired, speech syntax simplifies and eventually conversations become 
devoid of all meaning (Morris, 1996).
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In addition to word fluency tests the rate in which individuals can access words can 
be assessed by asking individuals to describe standard visual material such as the 
pictures in the Boston Diagnostic Aphasia Examination (Goodglass and Kaplan,
1983). This assessment has the advantage that it has been validated on individuals 
with dementia and normative data is available for the elderly, however some o f the 
material has a cultural bias and so may not be suitable for assessing individuals in the 
United Kingdom (Morris and McKieman, 1994). The Graded Naming Test (McKenna 
and Warrington, 1983) can be used to assess object confrontation naming, however 
the test may prove difficult if individuals have a visual impairment.
Comprehension of spoken language can be assessed via the Token Test (De Renzi 
and Vignolo, 1962) which involves the manipulation o f tokens o f different colours 
and shapes. Individuals with DAT have been found to be impaired on this task 
(Thompson, 1987; Hart, 1988), however as it demands a high motor response, 
impairments due to praxis must be ruled out (Morris and McKieman, 1994). Further 
information can be obtained via the Comprehension subtest o f the WAIS-R, however 
performance on this test partly reflects practical general knowledge (Morris and 
McKieman, 1994).
Visuospatial Deficits in DAT
Visuospatial processing deficits also constitute part o f the symptom complex o f DAT 
(Black, 1996). This includes impairments on visuoconstmctional tasks, perception 
and identification of objects, environmental or topographical agnosia and object and 
face agnosia (Cummings, 1992). Some studies (Mendez and Zander, 1991; Nissen, 
Corkin, Buananno et al, 1985) have suggested that there is a subgroup of individuals 
with DAT who have a prominent visuospatial deficit. In assessing visuospatial 
deficits it is important to bear in mind that parts o f other tests given will provide some 
indication of impairments in these areas. For example, performance on the Block 
Design and Object Assembly subtests o f the WAIS-R can provide information on 
perceptual and constructional abilities (Kaszniak, 1986) and a number o f studies have 
demonstrated that individuals with DAT are impaired on these tasks (Danziger and 
Storandt, 1982; Miller, 1977).
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The Benton Facial Recognition Test (Benton and Van Allen, 1968) and the Benton 
Line Orientation Test (Benton, Vamey and Hamsher, 1978) may also be useful for 
assessing visuospatial deficits and Eslinger and Benton (1983) found individuals with 
DAT to be impaired on both of these tests.
Assessment o f Executive Functioning
Executive functioning includes aspects o f cognition such as planning, sequential 
organisation and attention (Morris, 1996). There is substantial evidence that these 
abilities are impaired early on in DAT (Becker, 1988; Becker, Bajulaiye and Smith, 
1992). The Wisconsin Card Sorting Test (WCST) (Berg, 1948), and its modified 
version (Nelson, 1976) are probably the best known tests o f executive functioning and 
are especially good if an individual has reached the ceiling level on other tests. 
However adequate norms for the older age groups are not readily available (Kaszniak,
1986). Abstract thinking is most frequently evaluated by examining the Similarities 
and Comprehension subtests of the WAIS-R (Kaszniak, 1986) and other tests o f 
executive functioning include verbal fluency tests and the Trail Making Test (Reitan, 
1959). However the latter is also dependent on perceptual organisation and the norms 
only extend to 70 years o f age. In addition it is not suitable for individuals with 
dexterity or visual problems. There are similar problems in using the Stroop Test 
(Stroop, 1935) which requires visual acuity and preserved perception o f colour.
NEUROPSYCHOLOGICAL ASSESSMENT IN DIFFERENTIAL DIAGNOSIS
It has been estimated (Feinberg and Goodman, 1984) that between 5% and 15% o f 
individuals given an initial diagnosis o f dementia will subsequently be given a 
diagnosis o f depression at follow-up. Research on memory in both DAT and 
depression suggests that neuropsychological assessments should be able to contribute 
to differential diagnosis (Knopman and Ryberg, 1989). In DAT memory deficits are 
proposed to be due to impairments in the hippocampus and cholinergic system 
(Kopelman, 1986), whereas in depression memory deficits are thought to be due to 
impairments in attention and motivation (Caine, 1981). This difference in 
mechanisms suggests that both recall and recognition will impaired in DAT, whereas 
recognition should be spared in depression.
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Gainotti and Marra (1994) compared individuals with mild to moderate DAT, 
depressed individuals and a control group on the Rey Auditory Verbal Learning Test 
(see Lezak, 1995). The individuals with depression and DAT had been referred for 
specialist investigations. The individuals in all three groups were matched for age and 
education and those in the two experimental groups were matched for severity o f 
mental impairment. On measures of both recall and recognition controls performed 
better than depressed individuals who performed better than individuals with DAT. 
However there was no difference between performance on recall and recognition 
tasks for either of the two experimental groups. The authors proposed that this could 
be due to the difficulty of the recognition task. Individuals with DAT tended to have a 
strong recency and a weak primacy effect as well as exhibiting more intrusions. 
However none o f the measures were sensitive enough for diagnosis. The results o f the 
study remain inconclusive as although the individuals were matched for the level o f 
cognitive decline, post hoc analysis showed that the individuals with DAT were more 
impaired. In addition only verbal memory was assessed and it is uncertain how 
individuals without symptoms severe enough to warrant a referral to a specialist clinic 
would perform on this assessment.
Some studies have suggested that differences exist in the pattern o f impairments 
shown by individuals with DAT and those with MED. Perez, Rivera, Meyer et al 
(1975) reported a 74% accuracy o f classification o f individuals with DAT or MID via 
analysis o f WAIS subtests. However the group o f individuals vrith DAT tended to be 
more educated and more impaired than the individuals with MID. Brinkman (1983) 
failed to find any significant differences between a group o f individuals with DAT 
and those with MED when they were matched for age, education and dementia 
severity. In support of this latter finding Taylor, Gilleard and McGuire (1996) 
administered a number o f different neuropsychological tests to individuals with DAT 
and MID who were matched for overall level o f impairment and found veiy few 
differences between the two groups.
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NEUROPSYCHOLOGICAL ASSESSMENT OF DISEASE PROGRESSION 
AND MANAGEMENT
Once a diagnosis of dementia has been made, further assessment is critical in order to 
monitor decline and disease progression (Miller and Morris, 1994). The increasing 
frequency o f clinical trials o f anti-dementia agents also necessitates the ability to 
measure therapy-related changes (Gauthier, Thai and Rossor, 1996). 
Neuropsychological assessment is able to contribute to the above processes by 
providing a baseline against which future deficits can be measured (Gauthier, Thai 
and Rossor, 1996). In order to make meaningful comparisons o f cognitive functioning 
in the same individual over time, assessment tools need to be capable of spanning the 
entire range o f functioning and be administered on more than one occasion (Dastoor 
and Mohr, 1996). This is a potential problem with some of the assessments. In 
addition, performance on neuropsychological tests may vary for a number o f reasons 
other than true change in the individual. O f particular importance are practice effects, 
and information on test re-test studies is not available for many assessments (Miller, 
1994). The results of assessments can also help in planning suitable management for 
individuals with DAT (Gauthier, Thai and Rossor, 1996). Preserved functions can be 
harnessed in the development of strategies for the management and rehabilitation of 
individuals with DAT. For example, an individual with memory problems might 
benefit from mnemonic aids whilst reminiscence therapy makes use o f preserved 
remote memories (Morris, 1996).
SUMMARY
In recent years there has been an increasing amount o f research into DAT and the 
cognitive functions affected by the disease. This has resulted in a growing number of 
tests being developed that are suitable for assessing this population for screening, 
diagnosis and management purposes (Morris and McKieman, 1994). The tests 
described above are by no means comprehensive o f all suitable assessments for this 
population but have been chosen to illustrate some of the limitations of 
neuropsychological assessments.
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The diagnosis o f DAT cannot be made solely on the basis o f neuropsychological 
assessment, however when results from neuropsychological investigations are 
combined with careful history-taking, medical investigations, EEGs, and radiology 
accurate diagnosis is possible (Wade, Mirsen, Hachinski et al, 1987).
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SUMMARY OF CLINICAL EXPERIENCE
The purpose o f this summary is to illustrate the breadth o f my clinical experience 
gained from the four core and two specialist placements completed over the last three 
years. Throughout each placement my clinical experience has been monitored and 
assessed by my clinical supervisors in conjunction with the placement log books.
Core Placement: Adult Mental Health - East Surrey Priority Care NHS Trust 
Placement Supervisor: Dr B. Glaister
This first placement provided me with the experience of working with twelve adults, 
o f a variety o f ages, exhibiting a range o f psychological difficulties including anxiety, 
depression, obsessional compulsive disorder, post traumatic stress disorder, 
bereavement and personality disorder. In addition experience was gained in working 
with a small number o f clients with longer term mental health problems in both acute 
and rehabilitation settings. The latter took place in the context of facilitating a social 
skills group within a community group home. The work within this placement 
enabled me to become familiar with a number o f therapeutic models, including 
cognitive behavioural therapy, schema focused therapy, behavioural techniques, and 
person centred counselling. In addition I became familiar with the administration and 
interpretation of basic cognitive assessments. Through this experience and the 
observation o f clinical psychologists and other professionals I was exposed to a 
variety o f settings in which a clinical psychologist might work, including community 
mental health teams, primary care, day centres, clients' own homes and in-patient 
settings. The observation o f other professionals provided me with some insight into 
how a multi-disciplinary team operates. This placement also provided me with some 
teaching experience which enabled me to develop skills in the selection and 
presentation o f psychological ideas to other professionals.
Core Placement: Learning Disabilities - Merton and Sutton NHS Trust 
Placement Supervisor: Dr G. Koheeallee
This second placement enabled me to gain experience in working with approximately 
thirteen adults and three children with varying degrees of learning disability and in a 
variety o f settings including day centres, group homes, clients' own homes and 
schools. The range of work carried out included both assessment and intervention.
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The fontier included assessments of learning disability and o f sexual knowledge and 
the latter included anger management work and interventions to decrease challenging 
behaviour. The main therapeutic model was behavioural modification, but I also 
gained experience in adapting CBT for this client group and in choosing suitable 
cognitive assessments depending upon age and degree of disability. In addition to 
direct client work considerable indirect work with families, care staff and teachers 
was undertaken. This provided me with knowledge about how these systems interact 
and experience in negotiating, setting and monitoring realistic treatment goals. The 
geographical location o f this placement provided me with the experience of working 
with both clients, carers and other professionals from different ethnic minorities. 
During my time at this placement changes in national and local policies meant that a 
number o f organisational changes were taking place. I became involved in the 
piloting of a new case recording system, was able to observe the development of a 
new assessment and treatment service and began the initial stages o f developing a 
new assessment package for the psychology department.
Core Placement: Children and Adolescents - East Surrey Priority Care NHS Trust 
Placement Supervisor: Dr M. Shawe Taylor
This placement enabled me to continue to develop my skills in working directly with 
clients and indirectly with families and teachers. The direct work included assessment 
and intervention with approximately ten children who were exhibiting a range o f 
psychological problems including encopresis, feeding difficulties, phobias and 
developmental difficulties. In addition experience was gained in adapting adult 
treatment strategies for working with adolescents. A presentation on this topic was 
undertaken. I was also able to further develop my skills in group work and was able 
to explore ways o f adapting group techniques for use with children in group settings. 
The placement also enabled me to expand my knowledge of therapeutic approaches, 
including medical treatments, psychotherapy and family therapy. The latter was 
gained by attendance at family therapy workshops alongside the experience o f being 
part o f a reflecting team in regular family therapy sessions. ^
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The placement provided me with the opportunity to carry out some research, the 
results o f which led to the development of a departmental leaflet suitable for parents 
and other professionals working with children.
Specialist Placement: Neuropsvcholosv - Mid Sussex NHS Trust 
Placement Supervisor: Dr V. Bradley
This placement provided me with the experience o f developing my knowledge and 
skills gained in previous placements in selecting, administering and interpreting 
neuropsychological tests. Over the placement twelve out-patients with a variety of 
problems including stroke, dementia, head injury, multiple sclerosis and dyslexia 
were seen for assessment. These assessments often involved liaison with other 
disciplines such as neurology and neurosurgery, as well as interviewing family 
members whose views often differed to that o f their relative. The placement provided 
experience of explaining the results of neuropsychological assessments to a variety of 
different people and in a variety o f different formats. This included written reports to 
other professionals, formal presentations to other professionals, as well as letters to 
clients and their families. In addition to this assessment work some more long-term 
rehabilitation work was undertaken with an in-patient and this enabled me to gain an 
insight into the issues involved in negotiating the funding o f residential placements. 
The fact that the placement was at a regional training centre enabled me to attend a 
number of teaching sessions/guest lectures that were part of a continuing professional 
development programme.
Core Placement: Older Adults - St Helier NHS Trust 
Placement Supervisor: L. Beech
This placement provided the experience of working with eight older adults with 
functional mental health problems, physical disabilities and organic dementias in a 
number of health care settings as well as in clients’ own homes. I was able to develop 
skills in assessing older adults, formulating their current difficulties and providing 
suitable treatments incorporating the needs and values o f this clinical population.
The placement also provided me with some experience in conducting qualitative 
research designs.
116
Clinical Chapter: Summary O f  Clinical Experience
The placement also provided excellent opportunities to continue to develop and adapt 
skills in therapeutic approaches utilised in other placements (such as CBT) as well as 
develop skills in alternative interventions, most notably, personal construct therapy, 
person centred counselling and solution focused therapy. A number o f continuing 
professional development events were attended.
Specialist Placement: Long-Term Disability/Epilepsy - Maudslev Hospital 
Placement Supervisor: Dr L. Goldstein
This placement enabled me to consolidate the skills learnt in my neuropsychology 
placement as well as integrate many skills learnt on other placements for the 
assessment of more complex cases. All of the work was with in-patients who had 
been presenting with a number of symptoms for considerable lengths o f time. Often 
these symptoms had a mixture of both organic and non-organic aetiologies and the 
results o f the psychological assessments contributed to the diagnosis and hence the 
treatment offered to these individuals. This work involved considerable liaison work 
with other professionals, presenting neuropsychological findings in the light o f the 
results from other investigations and providing recommendations for appropriate 
treatments following discharge from the in-patient setting. Considerable 
multi-disciplinary work was undertaken including contribution to management and 
ward rounds.
Summary
The experience over the six placements described above, in conjunction with the 
academic teaching, has enabled me to develop a scientist-practitioner approach to my 
clinical practice. My knowledge and skills in a variety of assessment, intervention and 
evaluative procedures have developed over the last three years as have my generic 
clinical skills.
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CORE PLACEMENT 1: ADULT MENTAL HEALTH
Placement Dates:
From 6th October 1995 
To 29th March 1996
Placement Supervisor:
Brian Glaister
Placement Location:
East Surrey Priority Care NHS Trust 
Oxted Hospital 
Eastlands Way 
Oxted, Surrey
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East Surrey Priority Care NHS Trust
Clinical Psychologist in Training: Heather Liddiard 
Supervisor: Brian Glaister
Aims of Placement
The aims of the placement are to:
a) provide wide exposure to the adult mental health practice of the Trust.
b) develop an understanding o f the roles of clinical psychologists in the Trust.
c) develop some competency in formal psychological assessment in adult mental 
health.
d) develop some competency in the provision o f psychological therapy in adult 
mental health.
e) develop skills in effective interaction with other members o f the Trust. This 
requires comprehension of the Trust’s structure and function.
Experiential Components
Individual person centred, cognitive or behavioural therapy for a selection o f suitable 
clients referred to Brian Glaister. This is to include an anxiety problem, a depression 
problem and an eating disorder. Also if  possible an obsessive-compulsive disorder, a 
sleep disorder, a survivor of childhood sexual abuse, a sex dysfunction, a 
marital/family problem, a personality disorder, difficulty with suicide thoughts, an 
adjustment disorder, a functional somatic disorder and a problem for a person o f a 
non-Caucasian race (aims d and e).
Brief direct contact with an acute or continuing care psychotic disorder client.
Psychological assessment for neuropsychological referrals, vocational guidance 
referrals (GATB) and others if  possible (aims c and e).
Facilitation o f staff group work and/or staff teaching (aims b and d).
119
Clinical Chapter: Adult Mental Health Placement Contract
Exposure Components 
Spend specified contact with;
At least one week with the rehabilitation psychologist. At least one day with the 
mentally disordered offender psychologist, the trauma psychologist, the child 
psychologist, the teaching psychologist, two o f the locality psychologists and the 
psychology technician (aims a and b).
At least half a day with GP, psychiatrist, social worker, community support worker, 
alcohol worker, physiotherapist, occupational therapist and manager (aim a).
At least half a day with the Trust's team for the elderly mentally ill including a review 
meeting, the Trust's team for rehabilitation including a review meeting, the Trust's 
closed supervision unit including a review meeting, the Trust's team for substance 
misuse, Tandridge Day Unit and Horley Living Skills Centre (aim a).
Educational Components 
Attend at least one meeting of:
The Trust's Mental Health Psychologist's Meeting and subsequent professional 
development event (aim b)
Locality Team Meeting
Locality Operational Policy Meeting (aim e)
Case conferences as part o f shadowing other staff (aim a)
Teaching session for ENBA12 (aim b)
Sex Abuse Supervision Group (aims b and d)
Attend components o f the Trust's medical training programme (aims a and e) 
Supervision
Supervision with Brian Glaister for two hours per week.
Studv Leave
One day per fortnight.
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CASE REPORT SUMMARY 1: 
ADULT MENTAL HEALTH
Schema focused therapy for depression
Names of clients, professionals, organisations and other identifiers have been
removed or altered
Completed in Year 1
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Case Report Summary: schema focused therapy for depression
Mr Harris was referred to the Psychology Service by the Senior House Officer 
(Psychiatry) due to long-standing symptoms o f depression. Mr Harris’s symptoms of 
depression had a number o f implications for his life, including reduced social 
activities, interpersonal difficulties and unemployment. Mr Harris's current 
psychological state was assessed via a standard interview and self report 
questionnaires. Young and Brown's schema questionnaire was utilised in order to 
identify dysfunctional assumptions.
Mr Harris's difficulties were formulated within a cognitive-behavioural framework, 
with a vicious circle o f dysfunctional assumptions (mistreatment and abandonment), 
negative automatic thoughts and current symptoms maintaining his depression.
Intervention was provided via a schema focused approach which included the 
identification o f current schemas, education around schemas and methods o f 
changing schemas. In addition more traditional cognitive therapy techniques were 
used.
At first Mr Harris was difficult to engage in therapy, cancelling many sessions and 
being unwilling to complete homework assignments. These patterns o f behaviour 
were thought, at the time, to be due to Mr Harris's dysfunctional assumptions. Once 
rapport and trust were established therapy proceeded and Mr Harris's symptoms 
improved as measured by repeated administration o f the standardised questiormaires.
Due to the initial difficulty in engaging Mr Harris it was necessaiy for the intervention 
to continue with another therapist. It was anticipated that this would activate Mr 
Harris's dysfimctional assumptions. This issue was addressed during the final sessions 
o f therapy.
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CORE PLACEMENT 2: LEARNING DISABILITIES
Placement Dates:
From April 1996 
To September 1997
Placement Supervisor:
Gill Koheealiee
Placement Location:
Sutton and Merton Community NHS Trust 
Birches House 
Birches Way 
Mitcham, Surrey
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MERTON AND SUTTON HEALTH AUTHORITY PSYCHOLOGY SERVICE 
LEARNING DISABILITIES PLACEMENT PLAN
AIMS
1. To provide experience of the main elements of a psychology service for people 
with a  learning disability.
2. To provide some knowledge o f the less common elements.
3. To familiarise with philosophies, policies and services for people with a learning 
disability at national and local level.
PHILOSOPHY Achieved
1. To learn about normalisation philosophy.
2. Treat clients appropriately for their age.
3. Attend a resettlement meeting.
4. Discuss deinstutionalisation.
5. Visit a residence in an institution setting.
6. Visit a residence in a community setting.
7. Use acceptable language in report writing.
COMMUNICATION
1. Undertake an initial assessment interview with
a) a person with a mild learning disability
b) a parent/relative
c) a paid carer
d) another professional
2. Converse with a person with a moderate learning disability.
3. Interact with a person with
a) a profound learning disability
b) multiple handicaps
4. Learn Makaton Stages 1 and 11.
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Achieved
5. Feedback to;
a) a person with a mild learning disability
b) a parent/relative
c) a paid carer
d) another professional
6. Discuss communication issues in the learning disabilities field.
ASSESSMENT PROCEDURES
1. Identify questions that can be answered by psychological assessments.
2. Apply and interpret 
WAIS-R
LETTER INTERNATIONAL PERFORMANCE SCALE
3. Apply and interpret a language assessment/communication assessment 
e.g. Communication Assessment Profile (CASP)
British Picture Vocabulary Scale (BPVS)
4. Apply and interpret an educational assessment 
e.g. Neale Analysis o f Reading Ability
Schonell Tests of Reading and Spelling
5. Select an appropriate norm-referenced test for a client from the range available.
6. Apply and interpret at least two o f the following;
HAMPSHIRE ASSESSMENT FOR LIVING WITH OTHERS (HALO)
BEREWEEKE SKILL TEACHING SYSTEM
SCALE FOR ASSESSING COPING SKILLS
VINELAND ADAPTIVE BEHAVIOUR SCALES
FUNCTIONAL PERFORMANCE RECORD
STAR PROFILE
7. Select an appropriate criterion reference test for a client from the range available.
8. Undertake a functional analysis of challenging behaviour.,
9. Discuss the range of other assessments available.
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Achieved
10. Discuss
a) mental health
b) social impairment
c) genetic syndromes
INTERVENTIONS
Carry out a behaviour intervention
a) Consult the literature
b) Do a behavioural assessment
c) Collect baseline data
d) Design the programme
e) Explain and negotiate the implementation of the programme 
with residential/day care stafEfamily
f) Monitor and evaluate programme
g) Discuss maintenance o f the programme
h) Select and apply, or be familiar with 
social skills
advocacy
interpersonal relationships 
self awareness 
loss and bereavement 
anger management 
assertiveness 
cognitive methods 
relaxation 
desensitisation
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Achieved
WORK WITH STAFF / OTHER PROFESSIONALS
1. Identify the network o f specialist and generic services and 
access these according to the needs of a client e.g.
residential placement 
day placement 
social work 
community nursing 
psychiatry 
general practitioners 
occupational therapy 
physiotherapy 
speech therapy
disablement resettlement office 
careers
voluntary agencies 
education 
register manager
2. Explain and where possible perform the generic keyworking 
role for a client within a multidisciplinary team.
3. Attend and critically evaluate
a) community team meeting
b) client review
c) policy development meeting
d) management meeting
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PROFESSIONAL DEVELOPMENT
1. To write a clinical assessment report, to include method, 
outcome and interpretation,
2. To write an intervention report, to include formulation, 
method and outcome.
3. Chair a departmental meeting.
4. Write notes for a departmental meeting,
5. Do ajournai club presentation to the department.
6. Have an understanding of the effect o f current legislation 
on the service.
7. Attend weekly supervision.
8. Observe supervisor at work.
9. Be observed by supervisor at work.
10. Attend a regional Specialist Interest Group meeting.
Signed.,
Achieved
Name of Trainee
Signed..,.  .................................. (G. Koheealiee, Supervisor)
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CASE REPORT SUMMARY 2: 
LEARNING DISABILITIES
An assessment of needs to guide residential placement
Names of clients, professionals, organisations and other identifiers have been
removed or altered
Completed in Year 1
129
Clinical Chapter: Learning Disahilitv Case Report Summary
Case Report Summary: an assessment of needs to guide residential placement
Ms White was referred to the Psychology Department by Social Services to ascertain 
whether she had a learning disability. Results of the assessment were to be used to 
help identify a suitable residential placement.
Information was gathered from case notes, discussions with carers from Ms White's 
previous placement, discussions and observations o f Ms White, the Hampshire 
Assessment for Living with Others (HALO) and the Wechsler Adult Intelligence 
Scale-Revised (WAIS-R). The WAIS-R was used to assess the level o f general 
intellectual functioning and the HALO was used to assess Ms White's abilities in 
adaptive functioning. This information would allow the degree of learning disability 
to be assessed according to DSM-IV criteria.
The results o f the psychometric assessment placed Ms White in the mildly-leaming- 
disabled range. However it was noted that both physical and mental health needs were 
apparent at the time of the assessment and so the results may have been an 
under-representation o f her abilities. The results o f the HALO revealed that Ms 
White's skills in daily living were severely limited. It was also noted that she had 
experienced limited opportunities to develop such skills.
The possibility o f Ms White being affected by both a learning disability and a mental 
health problem was raised and the difficulties o f assessing psychiatric disorders 
among individuals with a learning disability discussed.
It was recommended that a comprehensive assessment at a Dual Diagnosis Unit 
within the Trust might be beneficial.
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CORE PLACEMENT 3: CHILD, ADOLESCENT AND FAMILY
Placement Dates:
From 25th September 1996 
To 21st March 1997
Placement Supervisor:
Metka Shawe-Taylor
Placement Location:
East Surrey Priority NHS Trust 
Clarendon House 
28, West Street 
Dorking, Surrey
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East Surrey Priority  C are NHS T rust
Name of Supervisor: Metka Shawe-Taylor 
Address of Supervisor: Clarendon House,
28, West Street,
Dorking.
Name of Trainee: Heather Liddiard 
Dates of Placement: 25/09/96-21/03/97 
Overall Aims of Placement
To meet as much as possible the criteria for a ’good quality placement' as specified by 
the Psych. D course in Clinical Psychology, University o f Surrey.
Objectives O f Placement
By the end o f the placement the trainee should:-
1. Have basic skills in providing low-level assessments and treatments for a  wide 
range of children's and adolescents’ psychological difficulties.
2. Have some knowledge and exposure to a range o f therapeutic approaches.
3. Have gained an understanding of the network of different services and agencies 
involved in child work, and have some knowledge and experience of the range o f 
settings that this work might take place in.
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Methods by which Aims and Objectives will be met
1. Meetings with Other Professionals
a) Child Psychiatrists - Exposure to Medical 
Model, anorexia nervosa, psychosis, family work, 
and family therapy seminar.
b) Speech Therapists - Observe/discuss 
assessments and communication disorders. 
Possibly to participate in a group for 
children with communication disorders.
c) Paediatrician
d) Child Paediatric Unit within 
Hospital Setting
e) Social Services Family Centre
f) Nurse Specialist working with children
g) Core Workers Meeting (Children at Risk)
h) Child Psychotherapist
i) Health Visitor
ACHIEVED
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ACHIEVED
2. Direct Client Work
To see approximately ten children individually.
These are to include clients from the following 
problem areas:-
Child Protection: abuse/high risk families/ 
preventative work.
Child Development: challenging behaviour/ 
anxiety/phobias/autism/ 
family adj ustment/separation/ 
parenting issues.
Under 8*s: sleep/encopresis/conduct disorders/ 
ADD/eating disorder.
Health-Related Problems: asthma/excema/ 
headache/pain.
School-Based Problems: bullying/ 
social anxiety/school refusal/ 
peer relationship.
Post T raum a: head injury/rehab/PTSD/ 
bereavement/divorce o f parents.
Adolescent Presentations: anxiety/depression/ 
OCD/substance misuse/family breakdown.
Specialist Areas: Paediatrics/neuropsychology
The above work should involve children across 
the age span; pre-schoolers, middle childhood, 
and adolescence. It should also include a mixture of 
genders and some contact with clients from a different 
cultural/subcultural background. Where direct 
individual work is not possible then joint work/ 
observations and discussions with other professionals 
will be arranged to cover the above range o f problem areas.
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3. Psychometric Assessments
The trainee should be familiar with a 
range o f assessments; general intelligence, 
neurological, attainment, checklists and 
special assessments for children with 
developmental delay or physical impairment.
The trainee should cany out at least three 
assessments o f general intelligence, one of 
which should be with a child under 5 years 
and one with a child of middle school age.
4. Presentation
The trainee is to make one presentation to a 
group of peers on a relevant topic.
5. Research on Placement
Whilst on placement research to be carried out 
into feeding difficulties. Details yet to be 
finalised.
Process by which Skills will be Developed
1. Initial observations of supervisor
2. Discussions with supervisor
3. Independent work - observed by supervisor
4. Individual work - supervised
ACHIEVED
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Parameters of Placement
Supervision is to be one and a half hours per week, 
more if necessary, and held at a regular time.
One study day per fortnight, usually a Wednesday, 
but flexible to fit in with placement requirements. 
Placement base at Clarendon House, clinical work 
to be carried out at Eamsdale, Redhill.
Annual Leave to be agreed with both supervisor 
and Clinical Tutor.
Agenda for Supervision
1. Plan for the coming week
2. Review the previous week
3. Supervision of individual cases
4. Discussion on specific clinical and 
professional topics
5. Review of contract
Other
To attend:-
Child Surveillance Conference 
One Child Team Clinical Meeting 
Communication Disorder Group Meeting 
Attention Deficit Disorder Meeting 
Anything else of relevance that occurs 
during the placement.
Signed..i^^^^^? ^.Supervisor
 T rainee
Date....’2Sl.l.^ .J..^  ^  .
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CASE REPORT SUMMARY 3: 
CHILD, ADOLESCENT AND FAMILY
The assessment and treatment of feeding difficulties in a pre-school child
Names of clients, professionals, organisations and other identifiers have been
removed or altered
Completed in Year 2
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Case Report Summary: the assessment and treatm ent of feeding difficulties in a 
pre-school child
Mary was referred to the psychology department by the speech and language therapist 
for advice regarding feeding and sleeping difficulties. Information was gathered from 
interviews with her parents, observations o f mealtimes in the home environment, and 
fi*om standard developmental records.
The formulation o f these difficulties reflected a complex interplay between 
biological, behavioural and psychosocial factors. The biological factors involved in 
the feeding difficulty included a possible early reflux problem that may have led to 
vomiting, and a delay in the introduction o f solids. This had resulted in solids being 
introduced outside the 'critical period’. Psychosocial factors involved included 
maternal anxiety and a lack o f social and family support. Behavioural factors included 
reinforcement o f non-eating behaviour and ignoring of eating behaviour.
Intervention, using a parental training model, focused on the family situation and 
behaviour, and the management of Mary's behaviour at mealtimes. The aims of 
therapy were to break the maintaining cycles within the formulation. These were 
achieved by sharing the formulation with Mary’s mother and by negotiating 
appropriate goals, including changing the mealtime environment and introducing 
behavioural management strategies. It was also hoped that psychological input would 
alleviate the maternal anxiety.
The interventions were successful as evaluated by records o f food intake, direct 
observations, information from developmental records and a parental consumer 
satisfaction measure.
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SPECIALIST PLACEMENT 1: NEUROPSYCHOLOGY
Placement Dates:
From 9th April 1997 
To 29th September 1997
Placement Supervisor:
Veronica Bradley
Placement Location:
Hurstwood Park Neurological Centre 
Princess Royal Hospital 
Haywards Heath 
Sussex
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Hurstwood P ark  Neurological C entre 
Placement C ontract
Name of Supervisor Dr Veronica Bradley 
Name of Trainee Heather Liddiard 
Base Hurstwood Park Neurological Centre 
Placement Dates April 1997 - September 1997
Aims of Placement
1. To provide opportunities to develop and apply neuropsychological knowledge and 
skills through clinical work with individuals with a range o f neuropsychological 
difficulties.
2. To develop an appreciation of the organisation o f neuropsychology services within 
the centre and its relationship with other disciplines.
Methods bv which aims will be met
1. Clinical Work
To see a variety o f people (of different ages, genders and cultural background) with a 
range of neurological problems in order to
a) gain knowledge and experience in the use, application and interpretation o f 
a range of psychometric tests.
b) gain knowledge and experience o f profiles associated with different neurological 
conditions.
c) gain an understanding o f the implications o f test results for the individual . 
concerned and for the planning of future services.
d) understand the applicability, reliability and validity o f certain tests in certain 
contexts.
e) gain knowledge and experience in producing concise and informative clinical 
reports.
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2. Extension of Knowledge Base
To increase knowledge and understanding of
a) where neuropsychology slots into neurology and the medical hierachy.
b) the range and type o f work conducted by neurologists and neurosurgeons.
c) physiology and anatomy.
d) operative procedures.
e) neurological illnesses.
To have the opportunity to observe CT, MRI and EEG scans and possibly to observe a 
neurosurgical operation.
3. The Work of Other Disciplines
Liaison with other professionals (social worker, physiotherapist, speech and language 
therapist) connected with neurological rehabilitation, in order to understand their 
roles and the liaison needed with neuropsychologists.
4. Service issues
To increase knowledge and understanding o f a range of services available to this 
client group, and the political, social and economic pressure impacting on these 
services.
5. Meetings
Attendance at psychology departmental meetings and clinical team meetings where 
appropriate.
6. Supervision
To receive regular supervision on a weekly basis.
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7. Study Leave
One session per week for study related to neuropsychology. The timing o f this study 
leave to be flexible to fit in with placement requirements and opportunities.
Signed
Veronica Bradley,
(Supervisor)
Heather Liddian
(Trainee)
Date.
Date. (I
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CASE REPORT SUMMARY 4: 
NEUROPSYCHOLOGY
Left visual neglect in a 55 year old man following an intra-cerebral haematoma
Names of clients, professionals, organisations and other identifiers have been
removed or altered
Completed in Year 2
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Case Report Summary: left visual neglect in a 55 year old man following an 
intra-cerebral haematoma
Mr Davis was referred for neuropsychological assessment following a recent stroke. 
The assessment was requested to help in identifying an appropriate placement 
following discharge from the acute hospital setting.
The initial assessment involved a clinical interview, a review of the medical notes and 
psychometric assessment. The results o f this assessment suggested that Mr Davis 
might be exhibiting a homonymous hemianopia and/or a left visual neglect. It was 
recommended that Mr Davis should undergo visual perimetric testing by an 
ophthalmologist in order to clarify whether sensory loss had occurred. The results of 
this assessment, as well as observations o f Mr Davis in his ward environment and 
further psychometrics indicated that Mr Davis was exhibiting sensory loss and a left 
visual neglect. In addition Mr Davis was anosognosic (unaware) of these difficulties.
Rehabilitation was undertaken with the aims o f decreasing Mr Davis’s anosognosia 
and providing him with appropriate compensation strategies. A number o f training 
tasks were utilised in his rehabilitation with the purpose of providing external stimuli 
for anchoring in space, providing feedback on his performance and encouraging 
habitual left-right scanning.
Mr Davis made considerable progress. He began to acknowledge his difficulties and 
would report ’accidents’ he had experienced in his daily environment. He was also 
able to draw where in his visual field he was experiencing these difficulties. Repeated 
administration o f the training tasks revealed improved performance. However 
generalisation o f these skills to new activities remained limited.
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CORE PLACEMENT 4: OLDER ADULTS
Placement Dates:
Placement Supervisor:
Placement Location:
From 16th October 1997 
To 4th April 1998
Lyim Beech
Brecon House 
Sutton Hospital 
Sutton, Surrey
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Older Adult Placement C ontract
Name of Supervisor Lynn Beech 
Name of Trainee Heather Liddiard 
Base Brecon House, Sutton Hospital 
Placement Dates October 1997- April 1998
Aims of Placement
1. This placement aims to provide the trainee the experience o f working with older 
adults, their families and carers, and to develop an awareness o f the impact of 
physical disabilities and social circumstances on older adults.
2. It also aims to provide the trainee with clinical psychology skills to work with older 
adults at varying life stages and with varying psychological difficulties.
3. To provide experience o f assessment, formulating and intervention skills with older 
adults, their families and carers and to vary these skills appropriately to the client’s 
age and stage o f life.
4. To provide trainees with an insight into the wider support network of the older 
adult and how such inter-agency work is conducted.
Obiectives O f Placement
The competencies listed in the University o f Surrey Older Adult Placement Handbook 
will be used as a framework to achieve the aims o f the placement. Specifically 
trainees will be provided with the opportunity o f observing older adults in a range of 
health and social care settings, as well as in their own homes.
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Trainees will also have the opportunity to observe a range o f professionals, including 
consultant psychiatrists, CPNs, geriatricians, social workers, occupational therapists 
and clinical psychologists.
Clinical Work
The placement will involve out-patient and in-patient settings, with clients from 60 
years and above.
The clinical problems encountered are likely to include 
older adults with depression 
cognitive change with age 
dementia
adjustment and adaptation difficulties as a result o f physical dependency and/or 
disability
anticipation of death and dying 
challenging behaviour 
issues relating to gender and ethnicity 
elder abuse
Study Time
One session per week for study at a pre-arranged and convenient time, as indicated by 
Surrey University.
Project Work
Some service-related project work to be undertaken, possibly to include service 
development and evaluation, and/or teaching to other professionals e.g. care staff.
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Reports of Clinical Activity
Trainees are expected to keep up to date clinical records/notes for each client and to 
send a letter to the referrer and the client's GP within two weeks of completing an 
assessment. This letter is to include a psychological formulation and treatment plan.
Trainees are to be allocated a proportion o f clinical time to write an extended report 
(5,000 words) on a piece of clinical work that is grounded in theoiy and reflects an 
unidentified case, as required by the University o f Surrey.
Supervision
Supervision is to be provided by Lynn Beech for one and a half hours weekly. In 
Lynn's absence, trainees may obtain advice from Dr. David Sperlinger.
Signed
Lynn Beech K
(Supervisor)
Heather Liddiard..^
(Trainee)
Date J i f  f V o y  
D a te ...( .$ |...( .J ..i.l.........
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CASE REPORT SUMMARY 5: 
OLDER ADULTS
Personal Construct Therapy for interpersonal difficulties in an older adult
Names of clients, professionals, organisations and other identifiers have been
removed or altered
Completed in Year 3
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Case Report Summary: personal construct therapy for interpersonal difficulties 
in an older adult
Mrs Lewis was referred by her General Practitioner following an ’estrangement’ with 
her two eldest daughters after they had each inherited a considerable sum o f money.
The assessment o f Mrs Lewis's presenting difficulties initially comprised o f an 
extended interview using, for the most part, open-ended questions. This was done in 
order to promote the establishment o f rapport. The results o f this initial assessment 
and the goals that Mrs Lewis identified for therapy suggested that further assessment 
utilising Kelly’s (1955) repertory grid technique would be beneficial. It was hoped 
that this would enable Mrs Lewis's personal frameworks to be accessed. A number o f 
sessions were spent comprising the grid. This involved identifying the area of 
concern, the elements, the constructs and the rating o f each element on each 
construct.
The results o f the repertory grid suggested that Mrs Lewis's current difficulties 
stemmed from a 'tight' construing system that had in the past been impermeable to 
change. This formulation was shared with Mrs Lewis and time in therapy was then 
spent identifying sources o f validation and invalidation for Mrs Lewis's constructs. In 
addition, therapy was aimed at the possible reorganisation of Mrs Lewis's constructs 
and identifying a number o f alternative roles for herself. Cognitive techniques were 
incorporated in an attempt to achieve the above aims. The intervention was evaluated 
via Mrs Lewis’s written summary o f therapy and by the impact on associated 
impairments. A repeat administration o f the repertory grid in order to evaluate change 
was not thought to be appropriate.
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SPECIALIST PLACEMENT 2: LONG TERM DISABILITY/EPILEPSY
Placement Dates:
Placement Supervisor:
Placement Location:
From 22nd April 1998 
To 24th September 1998
Laura Goldstein
Institute o f Psychiatry 
Denmark Hill
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CLINICAL PLACEMENT CONTRACT 
Supervisor: Dr Laura Goldstein 
Trainee: Heather Liddiard 
Placement: April - September 1998
1. AIMS OF THE PLACEMENT
To provide experience o f the range of the work of a Clinical Neuropsychologist 
predominantly within the Neuropsychiatry Service, Specialist Directorate, Maudsley 
Hospital.
2. CLINICAL EXPERIENCE TO BE GAINED
a) To provide experience of neuropsychological assessment o f neuropsychiatrie and 
where possible neurological patients (in and out-patients).
- experience o f using a range o f tests
- selection of appropriate tests for the cases concerned
- preliminary acknowledgement o f the strengths and weaknesses of tests
- interpretation o f results
- appropriate documentation o f results and opinion
b) To provide experience of the contribution o f a Clinical Neuropsychologist to a 
multi-disciplinary team
- contribution to management and ward rounds
- liaison with other disciplines, especially nurses, OT, social worker and medical 
staff, as appropriate
3. OTHER EXPERIENCE
Observing a sodium amytal assessment, CTs/MRI/EEGs, visit to a rehabilitation 
setting (eg Homerton), brain cuts.
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4. SUPERVISION
Supervision to be obtained when needed. This may mean that on some weeks a 
formal time will be set, but in general this means that an 'open door* policy will be 
adopted. This can be reviewed.
5. COVER
Additional supervision, in the case o f absence, will be provided by Dr Imogen 
Newsom-Davis or Dr Robin Morris.
6. LOG BOOK
The log book of clinical experience must be kept throughout the placement and will 
be discussed and signed by the University o f Surrey requirements.
8. MID-PLACEMENT REVIEW
To be held on Thursday 23rd July at 10.00am.
SIGNATURES
i
SUPERVISOR... T 
(Dr Laura H. Goldstein)
TRAINEE......
(Heather Liddi^d)/
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LITERATURE REVIEW
A review of the research examining the effects of traumatic brain injury 
on spouses and the marital relationship
Completed in Year 1
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1, INTRODUCTION TO THE STUDY OF THE NATURE AND EFFECTS OF 
TRAUMATIC BRAIN INJURY
Causes of Traumatic Brain Injury: Growth of a phenomenon
Traumatic brain injury (TBI) refers to a sudden and very serious physical damage of 
the face, skull, scalp, dura, or brain, caused by a mechanical force that can produce 
devastating multiple cognitive, physical and psychological disabilities (Frankowski, 
Aimegers and Whitman, 1985: cited in Morton and Wehman, 1995). The recognition 
o f TBI as a major health problem has led to several studies over the past decade 
attempting to produce epidemiological data in order to devise effective preventative 
measures, and to plan the most appropriate health care provision (Jennett, 1996). 
Reliable statistics are difficult to discover from routinely collected data, due to the 
quality of data collection, case ascertainment and the differing ways data are 
presented (Jennett, 1996). Jennett (1996) identified large sets o f data that were 
collected according to strict protocols. The international study o f severe injuries 
which began at the Institute o f Neurological Sciences in Glasgow in 1970 
accumulated data from that institute and from centres in The Netherlands and 
California (Jennett, Teasdale, Gailbraith et al, 1977). Calculations o f incidence vary 
according to whether the numerator is death, admissions or attenders (Jennett, 1996). 
In Britain the death rate from head injury has been falling since 1968 (Jennett and 
MacMillan, 1981), and was estimated to be only 7 per 100,000 in 1994. Male rates 
are about twice those for females (Teasdale, 1995), with the peak incidence in the 
15-30 age group (Jeimett, 1996). Admission to hospital is a less reliable indicator o f 
the incidence o f head injuries because policies for admission vary widely even within 
one country (Jennett, 1996). In Britain the regional range is 210-404 per 100,000; 
with 80% categorised as mild and only 5-10% as severe. About 60-70% of all 
admissions in the United Kingdom are discharged within 48 hours (Jermett, 1996).
The two major aetiological factors o f head injury are road traffic accidents and assault 
(Strang, MacMillan and Jermett, 1978). Less frequent causes are sporting injuries, 
especially boxing and horse riding, industrial injury and perinatal trauma 
(McClelland, 1988).
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The increased efficiency o f the emergency health care systems and the effectiveness 
o f neurosurgical techniques have improved the likelihood that individuals who sustain 
severe brain injury will survive (Wilier, Allen, Liss, Miriam and Zicht, 1991). 
Increased survival is associated with lifelong disabilities and so although brain 
injuries have been treated throughout human history (Wilier et al, 1991), a full 
understanding o f the effects and consequences o f such injuries is only relatively 
recent, and a growing amount o f research is being conducted (Resnick, 1993). Over 
the last 20 years studies o f the psychological aspects of recovery and disability after 
severe head injuries have appeared at an increasing rate (Brooks, 1984).
Severity of the Iniun
The two most useful clinical measures o f severity of head injury to date are depth of 
coma, as assessed by the Glasgow Coma Scale, (GCS) (Jennett, 1976), and duration 
o f post traumatic amnesia (PTA)( Russell and Nathan, 1946). The severity as 
measured by the Glasgow Coma Scale is shown in Table One below:- 
Table One: Severity o f TBI as measured by the GCS
SCORE ON GCS SEVERITY OF TBI
3-8 severe
9-12 moderate
13-15 mild
Since the effects of TBI can vary fi*om the trivial to the fatal, the severity o f the initial 
injury has to be taken into account in any discussion o f its effects on the victim's way 
o f life (Oddy, 1984). Cognitive and behavioural changes are most likely to persist in 
moderate and severe head injury (Ponsford, Olver and Curran, 1995). In the United 
Kingdom 95% of injuries are minor; 85% being mild and 10% moderate (British 
Psychological Society, 1989). Therefore the problems discussed in this report are 
more likely to apply to the spouses o f individuals with a severe head injury.
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Main Sequelae foiiowing a Severe TBI
Following a TBI the brain’s capacities are impaired and the fiinctioning o f the 
individual may be drastically altered (Resnick, 1993). In addition when an individual 
is brain-injured some characteristic changes occur which seem to persist beyond the 
recovery period. The disabilities resulting from TBI can be divided into three 
categories; physical, cognitive, and behavioural/emotional, (Brooks, McKinlay 
Symington et al, 1987). Fahy, Irving and Millac (1967), Panting and Merry (1972), 
Thomsen (1974), Lezak (1978) and Mauss-Clum and Ryan (1981) indicate that these 
changes include decreased memory, dependency, depression, impatience, decreased 
ambition, irritability, temper outbursts, decreased ability to learn, decreased 
self-control, sexual changes, self-centred behaviour, inappropriate behaviour in public 
and inflexibility. In addition these cognitive, behavioural and personality disturbances 
may not be accompanied by any visible physical disabilities (Zeigler, 1987). If this is 
the case it creates a unique problem in that the individual may appear completely 
normal to friends and acquaintances (Zeigler, 1987).
Methodological Issues
It is a common clinical observation that patients may not be aware o f deficits, 
although reasons for this may be complex and highly variable. Fahy et al (1967) 
pointed out that patients often denied or lightly dismissed any deficits. McKinlay and 
Brooks (1984) showed that patients and family members consistently differed in their 
reporting o f behavioural changes. Brooks (1991; 1991a) outlined a number of 
methodological points that need to be considered when assessing the effects o f a TBI. 
The first major methodological point that Brooks (1991) highlighted was whose view 
o f outcome should be taken. Brooks hypothesised that reliance on only one source o f 
information - the injured person - is likely to be wrong. However he also 
acknowledged that not all researchers have agreed on the relative under-reporting of 
deficits by patients. Kinsella, Moran, Ford and Ponsford (1988) stated that the head 
injured are able to reliably complete self-report scales as indicated by the similarity 
between the patient’s and reports by others close to the patiept.
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Tyerman and Humphrey (1984) noted that head-injured patients saw themselves as 
having changed significantly as a person, with 64% of their sample o f 25 patients 
showing significant levels o f psychological distress. This figure is similar to the 
typical reports o f relatives about patients. In addition, Oddy, Humphrey and Uttley 
(1978) found broadly similar accounts made by patients and relatives. Brooks (1991) 
posed the question o f why such a discrepancy exists. He believed that there were very 
simple reasons in that the study by Oddy and colleagues contained a high proportion 
o f relatively moderately or mildly injured patients in whom awareness o f disability is 
likely to be much higher. Furthermore the state o f unawareness is far from static, 
changing dynamically as a result o f time and rehabilitation (Priddy, Mattes and Lam
1988). So whose view should be taken, patient or family member? Brooks (1991) 
suggested that the answer to this methodological issue is to take both, and that failure 
to do so will result in many shortcomings including inadequate analysis o f the 
functional consequences o f the changes for the family.
The second methodological problem highlighted by Brooks (1991a) concerns 
population definition. Reports of outcome must describe the clinical nature o f the 
group. Demographic data and aetiological factors are easy to describe, but one crucial 
factor that may be difficult to define after injury is severity. Patients may have moved 
through a number of different treatment facilities, and initial medical notes may be 
either incomplete or missing. Studies in which veiy mild or very severely injured 
patients have been unknowingly included may give highly misleading results. Brooks 
suggested that one way o f overcoming this problem is to define severity, not 
according to the original impairment, but at the time o f starting any study, by using 
such measures as the Disability Rating Scale (Hall, Cope and Rappaport 1985).
A third methodological problem raised by Brooks (1991) concerns the procedures 
used to identify family consequences. Most workers in the field have used their own 
structured interviews or checklists which have been designed to deal with the specific 
problems associated with head injury. Although this ensures that the items are 
specifically focused for a particular study or a specific clinical population, it raises 
the psychometric problems o f reliability, validity and generalisability.
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However Brooks saw few alternatives that could be considered. Bishop and Miller 
(1988) identify four major approaches to assessing families: self report, interviews, 
observation and laboratory work. However although such procedures have been 
widely used with normal populations, there is very little information about their utility 
in a brain-injured population other than stroke (Brooks, 1991). Brooks concluded that 
although a number o f assessment procedures which are based on coherent models of 
family functioning are available, few have been used to analyse the impacts o f head 
inj ury on a family.
A fourth methodological problem is to know to what extent pre-trauma factors are 
biasing the current situation (McKinlay and Brooks, 1984). This includes a number of 
different aspects; the relationship between pre-trauma factors, such as social and 
personality characteristics and coping style, and post traumatic outcome, and also the 
relationship between a relative’s habitual coping style and personality and current 
level o f coping. This is a remarkably neglected area in research (Brooks, 1991).
The fifth methodological issue that Brooks highlighted concerns the use o f control 
groups. Many of the studies o f psychosocial outcome have employed a 'within groups’ 
design, identifying sources o f variability with the head-injured sample. An implicit 
assumption here is that the features identified will be specific to head injury, but this 
may well not be the case. Brooks saw this as a central issue for research, reflecting 
the need to identify changes in family members which are specific to head injury, 
compared with those which may have resulted from any physical injury, and those 
which may have resulted from any major life event resulting in prolonged 
hospitalisation and disability. McKinlay and Brooks (1984) identify the main factors 
to be borne in mind when identifying an appropriate control group. Firstly they need 
to be drawn from a similar at risk population. Secondly they must have experienced 
substantial physical trauma leading to hospitalisation. Thirdly their injuries must have 
been potentially life threatening, and finally the injuries should have resulted in 
significant disabilities. The clinical group coming closest to reaching these 
requirements is that o f spinal cord injury leading to paraplegia (Rosenbaum and 
Najenson, 1976).
160
Research Chapter: Literature Review
Families Reactions to TBI
The structure and function o f relationships in families and in marriages has been 
studied in many different disciplines, for example sociology, social psychology, 
health psychology and clinical psychology (Thompson and Pitts, 1992). As a 
consequence there is a diversity of relevant theories to apply to the effects o f illness 
on a marriage, including social exchange theories, family dynamics theories and 
family resources and coping theories (Thompson and Pitts, 1992).
Jennett (1976) and London (1967) (cited in Johnson and Gleave, 1987) were among 
the first authors to recognise the burden placed upon the family by the presence o f a 
severely damaged head-injured patient. Since then a number of studies have reviewed 
family reactions to TBI; Panting and Merry (1972), Thomsen (1974), Romano (1974), 
Oddy, Humphrey and Uttley (1978a), and Tzidkiahu, Sazbon and Solzi (1994). The 
classic model o f grief (Kubler-Ross, 1969) seems to have some relevance, although 
TBI is fundamentally different than death in that the continued presence o f the 
disabled person has the potential to interfere with family members' attempts to 
achieve psychological adjustment. Lezak (1986) described a six-stage process of 
adaptation; firstly happiness and joy that the victim has survived; secondly 
bewilderment and confusion as improvements slow and optimism decreases; thirdly 
depression; fourthly a period o f acknowledgement, followed by a stage when 
emotional well-being improves. Acceptance and adjustment characterise the final 
stage. This stage model of adaptation has persisted in spite o f a lack of empirical 
evidence to support the existence o f a step-like process and, in fact, families have 
been shown to display a great variety o f styles of response to major injury (Ridley, 
1989). McCubbin and McCubbin (1989) identified four types of family response 
styles to stress, whilst Cavello (1992) described subgroups of families based on 
altered perceptions o f change following TBI. Despite these findings, further 
investigation into models and the development o f potential theories has not been 
addressed by current research, rather the emphasis has been on the difficulties 
experienced by families after a member's TBI.
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2. THE SPECIFIC EFFECTS THAT TRAUMATIC BRAIN INJURY HAS ON 
THE SPOUSAL RELATIONSHIP 
Spousal Relationships
When husbands/wives in a good marriage sustain significant brain damage, their 
spouses lose their chief companion and source o f emotional support aild affection at a 
time when they most need it (Lezak, 1988). Most o f the studies examining TBI have 
concentrated on the cognitive disturbances that have resulted. Only a relatively small 
number o f studies have focused on psychosocial functioning such as behavioural, 
social, and emotional changes in the patient, as well as changes in family health and 
family circumstances that result either directly or indirectly from the patient's injury 
(Brooks, 1984).
Rosenbaum and Najenson (1976) were some o f the first authors to look at the 
spouses o f severely brain-injured patients. They studied the vrives o f TBI individuals 
one year after injury. All the individuals were injured in military service, so that eight 
out of ten had suffered penetrating rather than closed head injury. Although the paper 
does not give full details of the patients who were examined they were all described 
as having 'severe brain injury'. The results are based on a very small number o f cases, 
all o f whom had access fo intensive rehabilitation services. Therefore it is difficult to 
know just how far one may generalise fi-om their results to those obtained in civilian 
injuries where individuals receive only routine rehabilitation. In addition it is difficult 
to know how the results compare to those obtained with patients suffering a closed 
head injury as opposed to a missile wound (Kreutzer, Marwitz and Kepler, 1992). 
Despite these issues their work is worth considering in some detail. They compared 
the wives o f severely brain-injured patients with those o f paraplegics who had 
sustained their injuries in the same war. Theirs is one of the few studies that has 
included a control group. Their main conclusions were that:-
1) The wives o f brain-injured patients reported more drastic life changes.
2) Life changes were associated with mood changes in the wives.
3) Interpersonal relationships were tense in brain-injured families.
4) Wives o f brain-injured patients felt lonely and isolated
5) Wives o f brain-injured patients had to assume their husbands' roles.
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Consequently these issues have been investigated in numerous other studies;-
Affective Disorders in the Spouse
A number o f studies have looked at relatives o f individuals with TBI and 
demonstrated changes in emotional responses after the injury. The findings from 
these are summarised in Table Two below:-
Table Two: Research examining the prevalence o f affective disorders in spouses o f 
TBI victims
AUTHOR YEAR AFFECTIVE 
DISORDER IN SPOUSE
Rosenbaum and Najenson 1976 increased depression
Oddy, Humphrey and 
Uttley
1978a 39% depressed initially 
25% depressed at 6 and 12 
months
Livingston, Brooks and 
Bond
1985 only minor mood disorders 
reported
Brooks, Campsie, 
Symington et al
1987 depression up to 7 years 
post injury
O'Carrol, Woodrow and 
Maroun
1991 6% depressed 
18% anxious
Linn, Allen and Wilier 1994 73% depressed 
55% anxious 
upheld over 12 months
The different findings with regard to time since injury and the presence o f affective 
disorders in Linn's and Oddy's study may be due to a number o f reasons, and these are 
outlined by Linn and colleagues. Their study included subjects who were more 
severely impaired than those reported by Oddy, and in addition affective symptoms 
were not measured during the acute and post acute stages of recovery in their study. In 
addition Oddy's sample was skewed towards the younger group (16-39 years) and 
upper social class. Therefore it really included only a good prognosis group (Linn et 
al, 1994). An additional methodological difficulty with Linn's study and one 
acknowledged by the authors is that the participants were volunteers within a Head 
Injury Association.
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Families who continue to participate in head injury association activities many years 
after their injury may be needing greater support than the average family, owing to 
continuing problems. These may be related to affective, cognitive or behavioural 
disturbances. If this is the case the sample may be biased towards over-reporting the 
presence of affective symptoms (Linn et al, 1994). Similarly Linn and colleagues 
acknowledged that the inclusion o f only couples who were still married limits the 
generalisation o f their study. The effect o f including only married couples is not 
certain. Spouses o f individuals with TBI who remain married may be those with a 
higher ability to adapt to stressful life situations, and therefore have fewer affective 
symptoms than those spouses who elect to leave their partners. On the other hand 
spouses interviewed in the study may have been reaching the end of their ability to 
adapt and their affective symptoms reported may represent a precursor to separation 
and/or divorce. These sampling restrictions do not allow comment on the presence of 
affective symptoms in the spouses o f brain-injured individuals who have later 
separated or divorced (Linn et al, 1994). A third issue limiting interpretation o f Linn's 
data concerns the cross sectional nature o f the design. Individuals were studied at one 
point in time. Previous researchers have suggested that c h a n ts  in the expression o f 
affective symptoms may occur over time, although the direction o f such changes is 
under debate. Perhaps the most cautionary note raised by the authors concerns the 
standardised questionnaire (SCL-90) they used. Although there were elevations on the 
subscales, these do not correspond directly to clinical diagnosis o f depression and 
anxiety disorders. In addition the measurement o f psychological disturbance is 
complex because there is a possibility o f measuring trauma-related effects. The 
depression and anxiety scales o f the SCL-90 both contain items which might reflect 
trauma-related factors rather than assessing affective changes per se (Linn et al,
1994).
With regard to the table above, the relative lack o f affective disorders in spouses 
found in the study by Livingston may be due to the different assessment schedules 
used. The study by O'Carrol had only a 30% response rate and so the representation of 
this sample must be questioned.
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The low level o f returns may be due to the fact that prospective participants were told 
that they would be required to provide explicit information regarding sexuality.
Marital Stability:
A number o f studies have examined marital stability with regard to TBI. These are 
summarised in Table Three below.
Table Three: Marital stability following a TBI
AUTHOR YEAR FINDINGS
Walker 1972 11% divorce rate
Panting and Merry 1972 40% divorce rate
Mikula and Rudin: cited in 
Florian and Katz, 1991
1983 15% divorce rate
Kravetz, Gross, Weiler et 
al
1995 Wives fear o f being 
abandoned decreased 
Less dependency on 
marital relationship
The marital stability reported in Walker's study is proposed as being based on the 
fidelity of both partners, as the wives o f these men seem to have a devoted feeling for 
their spouse which is rarely seen to such a degree in a family o f normal individuals. 
However in this study 25% were single as opposed to a 10% prevalence o f single 
individuals nationally and the individuals represented the less severely injured. 
Therefore this marital stability is only within the less severe group. The 
inconsistencies found in the divorce rates may be due to the fact that divorce is not 
necessarily indicative o f marital dissatisfaction. Perhaps the spouses that remain 
married do so because o f social and economic pressure (Lezak, 1978). In the study by 
Kravetz the authors acknowledged that the control group was not randomly selected, 
but consisted of middle income couples who volunteered; therefore their scores on 
personal and marital measures may reflect better adjustment. These conclusions 
require further research.
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Peters, Stambrook, Moore and Esses (1990) studied the marital relationships o f 55 
couples. They found ’dyadic consensus', 'affectional expression' and ’overall dyadic 
adjustment’ were significantly lower in a head-injured group compared to a control 
group. However the study only included married couples who were still together. 
Further research should investigate the factors involved in the failure o f relationships 
following TBI, and how these changes occur compared to the stages o f family 
reactions to TBI.
Lezak (1978) concludes that spouses cannot honourably get divorced with a clear 
conscience. Gratitude, fond memories, feelings of responsibility, guilt and fear of 
social condemnation contribute to the reluctance o f a once happily married spouse to 
divorce their now dependent spouse.
Strain on Social Relationships:
The study of Rosenbaum and Najenson (1976) demonstrates the differences o f impact 
on social relationships for the wives o f the persons with TBI compared to the wives o f 
persons with Spinal Cord Injury (SCI). The wives o f TBI persons experienced 
drastically disturbing changes in their lives as a result o f the brain damage. Significant 
changes were in the areas related to interpersonal relationships with the husband, his 
parents and his friends. The wives o f the persons with TBI reported their husbands as 
being more self-orientated and displaying childish dependency as compared to the 
wives o f individuals with SCL There were stronger feelings of loneliness and 
isolation and as a result o f the TBI they were now also socially isolated.
Lezak (1978) stresses the loneliness o f the spouses o f a brain-damaged person who 
lives in social isolation. They no longer have a partner with whom they can enjoy 
social activities. Furthermore they are not fi*ee to seek out other partners as they are 
still married. Another cause o f the loneliness is the need for the wife to assume total 
responsibility within the family and in society without any support fi*om the husband 
(Florian, Katz and Lahav, 1989).
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Evidence for this was found by Rosenbaum and Najenson where the wives reported 
the need to assume the roles that were previously the domain o f the husbands without 
the opportunity to consult with their partners in decision making. It seems typical that 
the social networks for the TBI victim and their spouse are dominated by family 
members rather than friends. Kozloff (1987) found that during the first months after 
the injury occurred, both family and friends offered help and support. After this early 
phase o f recovery interaction with friends decreased markedly, and the patients and 
their spouses became increasingly dependent on primary kin for emotional, financial, 
and practical support. Further research should aim to produce quantitative data to 
substantiate the qualitative findings reported above.
Sexual/Interpersonal Relationships:
Whereas considerable attention has been paid to sexual dysfunctions that follow 
spinal cord injuries, little has been written about sexual disorders that follow head 
injuries (Randall Price, 1985). This is partly due to the nature o f the sexual disorders. 
In general patients with head injuries do not have direct alteration of sexual organ 
functions (Randall Price, 1985). Nevertheless, about three out of four head-injury 
patients have decreased coital frequency (Boiler, 1982) and Blackerby (1987) (cited 
in O’Carrol, Woodrow and Maroun, 1991) stated ’’sexual dysfunction is more the rule 
than the exception in head injury".
Sexual problems experienced after a TBI include hypersexuality (Wood, 1984), 
changes in sexual preference, and hyposexuality (Zasler and Horn, 1990; Miller and 
Jones, 1985; Zasler and Kreutzer, 1991). Most studies examining sexual dysfunction 
following TBI usually relate to single cases or clinical descriptions o f small groups of 
patients (O’Carrol, Woodrow and Maroun, 1991). The results o f these are summarised 
in Table Four below.
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Table Four: Sexual consequences following TBI
AUTHOR YEAR FINDINGS
Meyer: cited in Miller, 
1994
1955 71% decreased sex drive
Walker and Jablon: cited in 
Walker, 1972
1961 8% impotence and reduced 
libido
Lishman 1973 decrease in libido 
correlated with severity of 
injury
Bond: cited in Kreutzer, 
1989
1976 no association between 
PTA and level o f sexual 
activity
O'Carrol, Woodrow and 
Maroun
1991 50% dysfunctional sexual 
profile
Garden, Bontke and 
Hoffman
1990 intercourse frequency and 
libido decreased
Another difficult area is that o f sexual relations within the marriage. This sensitive 
and vulnerable area has only received minimal attention (Florian, Katz and Lahav,
1989). Lezak (1978) highlighted how the spouses' sexual and affectional needs are 
frustrated because the person with TBI has lost the capacity for sensitive and 
empathie intimate relationships, and therefore very seldom can adequately satisfy the 
psychosexual needs o f their wives. Furthermore the sexual competency o f the 
individual with TBI and their demands for sexual attention do not necessarily 
coincide. Many persons with TBI may make continual sexual demands whether they 
are capable o f performing or not (Florian and Katz, 1991). When persons can 
perform, it is often a one-sided act carried out without regard for the wife. Persons 
with TBI who are unable to perform may place the blame for their failure with their 
wives, and pursue them all the more vigorously (Lezak, 1978). As a result o f the 
above, sexually disinterested persons are usually easier to live with (Florian, Katz and 
Lahav, 1989).
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McKinlay, Brooks, Bond et al (1981) found in their study that one year after injury of 
the husbands, 48% of the spouses reported changes in their husband's sexual 
behaviour. Changes in sexual patterns were also reported by the Rosenbaum and 
Najenson study. The wives of both disability groups reported a decrease in sexual 
frequency but for different reasons. In the case of wives of persons with SCI the 
reason was because of physical functioning problems, whereas the wives in the TBi 
group expressed revulsion o f sexual relations with their husbands because they felt 
that their husband was now a different person. Florian, Katz and Lahav (1989) 
proposed that the lack o f sexual relations in the marriages o f individuals with SCI can 
be partially compensated by intimacy and togetherness, whereas in the wives of 
individuals with TBI the problems in sexual relationships may be a function o f the 
changes in personality that often occur after TBI, and are therefore not amenable for 
compensation. In addition the uninjured partner is most often a wife whose ability and 
desire for sexual satisfaction may be compromised by several stressful factors. 
Ignorance about managing problems at home and lack o f available services contribute 
to the spouses' feelings o f guilt, inadequacy and being overwhelmed. Role changes in 
the family arising from the injury can effect the willingness o f spouses to engage in 
sexual activity. In her attempts to meet numerous additional care-taking 
responsibilities the wife is likely to become both mentally and physically exhausted 
(Zasler and Kreutzer, 1991). Typically sexual relationships are likely to be most 
satisfying when both partners are able to assume adult roles. Many spouses report that 
their husbands have become more egocentric, more childlike, even more animalistic 
since the injuiy, displaying dependency, impatience, decreased self-control, self­
centredness and inappropriate behaviour in public. Wives therefore often find 
themselves taking a disciplinary parental role with their brain-injured spouse (Miller, 
1993; Zasler and Kreutzer, 1991). Impulsive and aggressive behaviours also put a 
damper on intimacy. For the spouse, previous feelings o f affection and intimacy may 
be replaced by fear, resentment and revulsion. The spouse may be verbally abused 
and threatened with physical violence, even assaulted. Less drastically, but more 
commonly, spouses miss the emotional support once provided by the partner, 
therefore the high divorce rate among marriages with a brain-injured partner is not 
surprising (Miller, 1993; Strauss, 1991).
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Marital Aggression:
Marital violence leads to significant social costs, including a high divorce rate, strain 
on law enforcement, the legal system, jails, medical care, shelters and welfare 
resources, and time lost from work (Rosenbaum and Hoge, 1989). It is a major 
contributor to psychiatric, emotional and stress-related medical problems for all 
members of the affected family (Rosenbaum and Hoge, 1989). Numerous studies 
have assessed the relationship between TBI and aggression in both animals and 
humans. They generally have concluded that there is an association between the two 
(Detre, Kupfer and Taub, 1975). In addition to the association between head injury 
and generalised aggression, the potential significance o f head injury in the aetiology 
of marital aggression is bolstered by the striking similarity between the behaviour o f 
patients with head injury and wife batterers (Rosenbaum and Hoge, 1989).
Wood (1984) described the aggressive behaviour typically displayed by patients with 
head injury as virtually indistinguishable from that o f a wife batterer. Therefore there 
is good reason to suspect that biological factors play a role in the aetiology of marital 
violence. There is some research that supports this. Elliot (1982) has reported that 
episodic dyscontrol syndrome was responsible for instances o f intrafamilial violence 
in 17% of the cases studied. Rosenbaum and Hoge (1989) have found that 61% o f the 
male batterers in their sample had histories o f significant head injury, and 47% o f 
these had been abused as children. This study however lacked a control group and so 
Rosenbaum and colleagues later conducted a controlled study in which the 
assessments of head injuiy were made by a physician ’blind’ to group membership and 
found that a history of significant head injury produced a six-fold increase in the risk 
of marital aggression.
The latter two studies have established that batterers are significantly more likely than 
non-batterers to have had a TBI. The subsequent issue proposed by Wamken, 
Rosenbaum, Fletcher, Hoge and Adelman (1994) is whether TBI males are more 
likely to be batterers. These authors studied this question by mailing questionnaires to 
head-injured males and their wives and controls o f orthopaedically injured men and 
their wives.
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Analysis of the data which specifically assessed relationship aggression failed to show 
differences between head-injured males and orthopaedically injured men. On the 
other hand there were differences between groups on many o f the variables that might 
be expected to co-occur with battering. Specifically head-injured males and their 
female partners were more likely to show status incompatibility, with the female 
partner having the higher status job. Head-injured males reported more post-injury 
problems with their temper, reduced self-control, more arguments both with the 
female partner and with others and more yelling. These post-injury changes were 
confirmed by their female partners, who also felt that the head-injured men were 
more likely to smash things and to get into more frequent fights. The female partners 
o f the head-injured subjects also reported more post-injury verbal abuse by the men. 
Head-injured men, by both self and partner report, also had lower self-esteem, more 
difficulty communicating and more difficulty expressing themselves verbally. 
Wamken et al (1994) proposed that the significant difference found between the two 
groups on risk factors but not actual aggression may in part be due to the amount of 
time elapsed between injuiy and assessment. The mean time between injury and 
assessment for the head-injured group was 2.85 years compared to 5.12 years for the 
control group. If  given longer time, more aggression could have occurred in the 
head-injured sample. Alternatively the authors proposed that the findings may be due 
to the age o f the sample. Relationship aggression is more common in the younger 
population. Their sample was at the upper end o f that range, and they suggest that a 
replication o f the study with a younger sample might produce different results. A third 
factor that the authors considered to account for their findings was the self-selection 
bias in returning the questionnaires. Individuals experiencing more aggression 
problems may have been disinclined to participate in the study. Further research is 
clearly warranted.
Alcohol use has been implicated as a factor in aggression, in general, and although it 
is unclear whether alcohol plays a major role in the production o f marital aggression, 
it is clearly an important factor for many batterers (Kantor and Strauss, 1986: cited in 
Wamken et al, 1994). The strong association between head injury and aggression 
raises interesting questions about the relationship between head injury and alcohol.
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Further examination o f the complex relationships among a history o f alcohol use, 
head injuiy and marital aggression is clearly warranted.
Problems in Parenting
Another area where the husband's role is decreased is in child care (Florian and Katz, 
1991). Both disability groups in Rosenbaum and Najenson's study (1976) reported a 
decrease in the husband's role in parenting, with the TBI group having less to do with 
the children. The lack o f a father figure for identification was a source o f worry for 
the wives in the TBI group. Lezak (1978) adds that many husbands with TBI not only 
do not assume any responsibility for child care but in fact often compete with the 
younger children for attention and love from the wife. Often as children develop and 
their abilities overtake those o f the father he may begin to resent the children. Older 
children may respond to family stress with 'acting out' behaviour such as school 
truancy and running away (Lezak, 1988). The spouse of the individual may often find 
themselves with split loyalties - abandon the patient and face moral and economic 
problems or alternatively support the husband and allow passive neglect o f the 
children to occur (Florian and Katz, 1991).
In a study by Hansell (1990) (cited in Pessar, Coad, Linn and Wilier, 1993) mothers 
described fewer visits with friends and less extra-curricular school involvement. This 
finding was supported by children's reports that their fathers' disabilities had created 
some stresses and insecurities in peer relationships. These findings were replicated in 
a study by Pessar et al (1993) where in 22 out o f 24 families, children were described 
by the non-injured parent as having increased 'acting out', emotional or relationship 
problems. There was also a reported negative change in parenting performance by 
both the uninjured parent and the injured parent in most families. Changes in 
parenting performance related directly to the increased problems in the children, 
especially if both parents were less capable o f successfully canying out the parenting 
role. This study reported that 10 out o f 24 families experienced a substantial 
breakdown in the relationship between the children and the injured parent. 
Relationship problems included being less loving towards the injured parent, not 
wanting to spend time with them and not wanting to bring friends home.
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The presence o f depression in the uninjured parent was also significantly related to 
the reduced parenting performance o f both parents. First, depression was significantly 
correlated with reduced parenting performance of the uninjured parent, characterised 
by arguing with the children, being impatient, having less fun and feeling 
overwhelmed by the children. Further, reduced parenting performance and depression 
in the injured parent was highly correlated with all types of children's problems. With 
a correlational study of this type, it is impossible to establish which comes first, 
depression, problems with parenting or problems in the children's behaviour. In all 
likelihood the three problem areas inter-relate and are part o f a larger problem o f 
family adaptation. There are also a number o f methodological weaknesses in this 
study that are acknowledged by the authors; namely small sample size, and the fact 
that it looked only at fathers with TBI. A larger sample that considers mothers as well 
is warranted to promote understanding of a possible gender difference in family 
stress. In addition the study used the uninjured parent as a source o f information. If 
this individual was depressed at the time then this may have influenced the responses 
given by them (Pessar et al, 1993).
Financial Burden:
The rapid growth of modem research and technology has positively influenced those 
who survive catastrophic injuries such as TBI. Life expectancy is prolonged and very 
close to the norm for many (Bistany, 1994). This benefit also brings new and vital 
issues in terms o f economic impact on various individuals/organisations (Bistany, 
1994). This issue is rarely mentioned in the literature. Romano (1989) discussed 
financial issues particularly in regard to cost containment by payers such as the 
patients' insurers. Much more information comes from McMordie and Barker (1988) 
who surveyed a large number of relatives to identify the full costs of medical care, 
legal fees and so forth. They concluded that the costs were staggering, and even if  
covered by insurers it may take many months or even years before final settlement 
and payout is reached. In these situations individuals must fund health care and 
rehabilitation through other resources including private funds. The costs o f these 
services have been quantified by Cope, Cole, Hall and Barkan (1991).
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Financial burden may play a lesser role in Great Britain due to the National Health 
Service. However due to the increasing prevalence o f TBI, many private and long 
term rehabilitation centres are being established and it is likely that these will prove 
costly to a number o f sections o f society.
Factors that may influence the Spousal Adjustment Process
Rehabilitation professionals have long recognised the importance o f the family, yet 
relatively little is known about how family members adapt to catastrophic injury and 
what variables may influence this process. In recent years increasing attention has 
been directed to these issues. Linn, Allen and Wilier (1994) found that a number o f 
factors were related to the presence o f affective symptoms in the spouses o f 
individuals with TBI. They included gender o f spouse, severity o f injury, nature o f 
resulting injury, number of years married and time post injury. Despite these 
significant relationships being identified, there is still considerable unexplained 
variance suggesting that other factors may also be important in the prediction of 
burden (Brooks, Campsie, Symington et al, 1986). A small number o f studies have 
suggested that personality o f the spouse (McKinlay and Brooks, 1984), education 
level o f the spouse (Devany Serio, Kreutzer and Gervasio, 1995), age o f spouse and 
information given (Livingston, 1987) may also play a part. In addition to these factors, 
studies investigating burden resulting from looking after patients with other major 
diseases/illnesses suggest that the following may have an influential factor; cultural 
differences (Carlo Semensa, 1979: cited in Lezak, 1980), type o f care received, 
amount of support received, (Zarit, Reever and Bach-Peterson, 1980) and the 
perception of this support (George and Gywther, 1986).
Recommendations for further research
A number o f factors have been identified that need to be addressed in future research. 
These include use o f common diagnostic criteria, and similar methodology. This 
would allow for comparisons o f studies. Also necessary are larger sample sizes, 
estimates o f pre-injury functioning, further research into women with TBI and their 
male partners, and applicability of relevant influential factors from other clinical 
groups.
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Many of the papers reviewed have been descriptive in nature. This type o f research is 
clearly necessary in the elementary stages; however future studies need to concentrate 
more on theoretical perspectives with the aim o f proposing models of spousal 
adaptation to TBI. A new theoretical framework could possibly include elements , 
from the transactional theory o f stress, where key roles are assigned to the individual's 
cognitive appraisal of the situation within the cultural framework, and his/her 
resources to deal with it, (Lazarus and Folkman, 1984), theories of post traumatic 
stress disorder, bereavement, and family systems.
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A retrospective study into the causes, treatments and outcomes 
for children with feeding difficulties
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ABSTRACT
A retrospective audit into the aetiologies and treatments for children with feeding 
disorders was conducted. The applicability of a biopsychosocial model was 
investigated. The study shows that this model is highly relevant to child feeding 
disorders and that a range of treatments is offered within a psychology department. 
These treatments were effective in providing some improvement in the feeding 
disorders. The outcome o f the therapy was found not to be related to either the 
aetiology nor the type o f therapy received. This reflects the efficiency of the 
individualised treatment offered for childhood feeding disorders within the 
psychology department.
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INTRODUCTION
This study is an audit o f all the referrals received into a child psychology department 
for feeding difficulties over a three year period. It has been carried out due to the 
large number of referrals received.
Feeding problems are among the most common disturbances in young children. 
Twenty-four per cent o f two-year-olds, nineteen per cent of three-year-olds and 
eighteen per cent of four-year-olds are reported by their parents as having problems 
with feeding (Beautrais, Fergussen and Shannon, 1982). Feeding problems include a 
wide range of difficulties including relatively minor behavioural problems at dinner 
time, such as being messy, noisy, or disruptive, exhibiting selectivity o f food,
% inadequate food intake, self-feeding deficits, inappropriate rate o f food consumption, 
rumination and vomiting, and total food refusal resulting in life threatening 
malnutrition, commonly referred to as 'failure to thrive’ (FTT) (Luiselli, 1989).
Aetiology of Feeding Difficulties
Traditionally, feeding disorders and FTT in particular have been dichotomised into 
organic and non-organic categories.
Organic Categories
A number o f physical disorders associated with feeding difficulties have been 
identified. Colic has been suggested as one cause (Lothe, Lindberg and Jakobsson, 
1982) as has reflux vomiting (Mahony, Migliavacca, Spitz and Milla, 1988). 
Relatively minor perturbations in neurological maturation, as well as overt disorders 
o f neurological organisation, can have a significant impact on the ability o f young 
children to feed successfully by impairing oral-motor competence, and so may play a 
role in the aetiology of some feeding disorders in infancy (Mathison, Skuse, Wolke 
and Reilly, 1989). The birth weight of an infant or the obstetric history of a mother 
may influence the development o f feeding problems (Blackman, 1984a).
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Premature and low birth weight infants often continue to grow poorly due to perinatal 
complications and may show difficulty in tolerating oral feeds, resulting in under 
nutrition (Blackman 1984b). Such behaviours may adversely influence feeding and 
non-feeding interactions between càre giver and infant (Brazelton, 1981).
’Critical' and 'sensitive' periods are related to maturation; when a certain degree of 
maturation has been achieved, an appropriate stimulus permits a certain milestone of 
development to occur. For many years it has been acknowledged clinically that there 
may be a sensitive period at approximately 6-7 months for the introduction o f solid 
foods (fllingsworth and Lister, 1964). Introduction o f solids outside this time period 
can then result in refusal to accept lumpy foods, spitting out and occasionally 
vomiting (Skuse, 1994). Recent work has suggested that there could also be a 
sensitive period, between about 4-6 months o f age during which infants will usually 
accept any new taste (Harris and Booth, 1992; Birch and Marlin, 1982). To delay 
introduction of a wide range o f tastes until after six months or so is also likely to meet 
with food refusal, especially by individuals who are temperamentally difficult (Harris 
and Booth, 1992).
Non Organic Causes
Research has highlighted a number o f behavioural and social factors contributing to 
infant feeding disorders.
Parents may have beliefs that can affect a child’s development and these often well 
intentioned beliefs may lead the parents to engage in alternate methods o f raising 
their children, often to the child's detriment (Zmora, Gorodicher and Bar-ziv, 1979; 
Pugliese, Weyman-Daum, Moses and Lifshitz, 1987). It has been reported that the 
children of mothers with eating disorders, including anorexia nervosa and bulimia 
nervosa, have feeding difficulties or poor weight gain (Van Weizel-Meijler and Wit, 
1989; Stein and Fairbum, 1989).
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Lacey and Smith (1987) found that some mothers with bulimia nervosa admitted to 
slimming their babies and Brinch, Isager and Tolstrup (1988) found that a significant 
number recalled that their children had growth and/or feeding difficulties in the first 
year of life.
Social interaction factors within the family have increasingly been implicated in the 
aetiology of feeding problems. These include inadequate or inconsistent 
consequences for both appropriate eating and problem mealtime behaviours, an 
absence of effective prompts, and unrealistic or inappropriate expectations of age 
appropriate dietary intake and mealtime behaviour (Graham, 1991). Additional 
factors that have been identified include failure to model appropriate mealtime 
behaviours, failure to establish a conducive eating environment and presenting meals 
in an environment containing distractions such as toys and television (Vietze, Falsey 
and O’Connor, 1980; Heptinsall, Puckering, Skuse, Start, Zur-Szpiro and Dowdney, 
1987; Sanders, Patel, Le Grice and Shepherd, 1993).
Studies of temperament have documented a range o f normal differences in children as 
well as persistence of differences through infancy and childhood. The 'overactive’ 
baby, even without other difficulties, often produces considerable stress in the mother 
(Brazelton, 1961), which may then lead to anxiety at mealtimes. Research ha? also 
considered specific psychosocial stressors that are known to be associated with 
parenting difficulties and developmental problems. Dubowitz, Zuckerman, Bithoney 
and Newberger (1989) looked at psychosocial stress in families of growth-retarded 
and physically abused children. The groups shared many characteristics; they lived in 
larger families and were more likely to report not having enough social support. 
Newberger, Hampton, Marx and White (1986) provided some evidence that families 
of children who are failing to thrive tend to be isolated; they saw their relatives less 
often, and liked their neighbourhood less than mothers of thriving children.
In contrast, a number of controlled studies have reported little association between 
FTT and psychosocial stress, (Dahl and Sunderlin, 1986).
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A Biopsychosocial Model
A number o f authors have questioned the utility of such a dichotomous categorisation 
(Drotar, 1989; Gardner, 1978; Krieger, 1982). The identification o f an organic 
aetiology does not preclude behavioural components or psychosocial variables. 
Therefore it has been suggested that feeding disorders should be described as 
belonging to one of three categories; those with a purely organic aetiology, those with 
a non-organic aetiology and those with a 'mixed' aetiology (Powell, 1988). Some 
researchers have found organic causes in 50 per cent o f FTT cases (Bithoney and 
Rathbun, 1983).
Given that environmental, behavioural and biological variables often interact to 
produce feeding disorders including FTT (Brazelton, 1981; Casey, 1983; Horowitz, 
1985), assessment and intervention strategies should involve the investigation of 
multiple variables (Berkowitz, 1985; Bithoney, 1982). Drotar (1989) provided a data 
organisation scheme to facilitate such a comprehensive assessment o f feeding 
disorders and categorised contributory factors as either child specific, situational/ 
family, or parent/child interactions. Following this move away from a dichotomous 
categorisation, Linscheid and Rasnake (1985) presented a model for non-organic FTT 
based on operant learning principles. Within this operant formulation, food 
presentation is seen as an antecedent event and the food refusal as a behaviour that 
might be followed by several consequences. This model allows for the incorporation 
o f both biological and psychosocial variables at either o f these levels. Antecedent 
events can be immediate or more distal. The more distal antecedents are labelled as 
setting events.
T reatm ent for Feeding Disorders
Typical treatment methods for treating dietary insufficiencies, such as forced feeding, 
are undesirable as long-term strategies for they do not actively promote effective 
feeding behaviour and are in themselves associated with health risks (Raventos, 
Kraleman and Gray, 1982). This has led to a search for more effective techniques.
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Behaviour modification has been used for a variety o f behavioural problems, and 
represents an attempt to understand the functional relationship between problems and 
their solutions (London, 1972). This treatment mode can be highly useful in clinical 
work with children who develop rigid eating patterns detrimental to their health 
(Herbert, 1994). Successful interventions using this approach have been demonstrated 
by Bernal (1972), Foxx and Azrin (1973), Carson and Morgan (1974), Ives, Hams, 
and Wolchik (1978), Duker (1981), Koepke and Thyer (1985), Larson, Ayllon and 
Barrett (1987) and Greer, Dorow, Williams, McCorkle and Asnes (1991). However 
most o f these studies have been case studies or treatment replication studies. No 
randomised group comparison studies have been reported. In addition physical and 
social mealtimes differ from clinical settings, so it remains to be seen whether the 
treatments developed are sufficient to sustain improvement in parent child feeding 
patterns in the natural environment (Callias, 1994). These limitations have led to the 
development o f parent training. This term usually applies to approaches within the 
behavioural social learning tradition and implies that parents need special teaching to 
be effective (Callias, 1994). A number o f studies have demonstrated the effectiveness 
of this approach (McMahon and Forehand, 1978; Dadds, Sanders and Bor, 1984).
Studies which detail the effects of dietary education for families o f children with 
feeding difficulties are conflicting. There is some evidence which supports the 
efficiency of nutrition education (Luder and Gilbride, 1989). In contrast only limited 
success was found by Pugliese, Weyman-Daum, Moses and Lifshitz (1987) and 
Friedman, Greene and Stokes (1990).
More recently there has been an emphasis on a multi-element package o f intervention 
such as that employed by Iwaniec, Herbert and McNeish (1985). The treatment 
package included elements o f dietary education and parental training. The results of 
this study were encouraging but the nature o f the intervention made it impossible to 
specify the precise active therapeutic ingredients.
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Hospital care is justified when the patient has not responded to appropriate outpatient 
management, the severity o f malnutrition warrants it, or abuse, neglect or both are 
suspected. Hospitalisation allows observation o f behaviour change and weight gain 
and is a means of instituting specialised interventions such as nutritional 
management, developmental stimulation, physical or occupational therapy.
AIMS OF THE PRESENT STUDY
The present study aims to:-
1. Review the nature o f the referrals for feeding disorders (source o f referral and age 
o f child referred).
2. To establish whether a biopsychosocial model is meaningful in the identification o f 
the aetiology o f feeding difficulties.
3. To categorise feeding difficulties into the different aetiologies; organic, 
non-organic and mixed aetiology.
4. To review the range o f therapies offered by a psychology service for children with 
feeding difficulties.
5. To review the outcomes/effectiveness o f these interventions.
6. To investigate whether outcome is related to;-
a) the aetiology o f the feeding disorder
b) the type o f therapy received
SUBJECTS
Departmental records were used to identify all the children referred for feeding 
disorders over the last three years (Februaiy 1994 until March 1997). The total 
number o f cases over the three-year period was thirty-seven.
193
Research Chapter: Research on Placement
METHOD
Information gathered
The case notes for all identified subjects were traced Notes were available for all 
thirty-seven subjects, and these included letters o f referral, sessional records, and 
written correspondence.
The following information was obtained firom the case notes;-
Source o f referral, sex of the child referred, age of the child at the time of referral, 
number of therapy sessions attended, hypothesised cause(s) o f the feeding disorder, 
nature o f treatment/intervention received and the outcome o f the intervention.
Procedure
Children’s ages were categorised into the following groups; up to 12 months, 13-24 
months, 25-36 months, 37-48 months, 49-60 months and over 60 months.
Hypothesised aetiology was categorised according to Linscheid and Rasnake’s (1985) 
model; setting variables, antecedent variables and consequences/maintaining 
variables. In turn each of these was categorised as either organic or non-organic. Non 
organic variables were categorised according to Drotar's (1989) model; as child 
specific, family/situational or parent child interaction.
The nature of treatment received was categorised as behavioural approach, dietary 
advice, advice only or an eclectic approach.
The outcome o f the intervention received was categorised using standard termination 
data. The categories used were ’problem resolved', ’problem resolving', 'problem the 
same’, 'problem worse’. An additional category of'not known' was also used.
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RESULTS 
Source o f referral
Referrals were received from three groups o f other professionals; paediatricians, 
speech and language therapists and health visitors. The percentage o f referrals for 
each professional group can be seen in Figure One.
speech and language 
29.7%
paediatrician
health visitor 62.2%
8.1%
Figure One
Percentage of referrals received from each professional group
Sex O f Referred Child
76% of the children referred were male, 24% were female.
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Ase at time o f Referral
The age of the children at the time of the referral ranged from six months to eight 
years and five months. The mean age at time o f referral was two years nine months. 
The number of cases per age group can be seen in Figure Two.
upto 12 months 25-36 months 49-60 months
13-24 months 37-48 months over 60 months
AGEGP
Figure Two
Number of referrals received for each age group
Out o f the thirty-seven referrals, six did not attend for the assessment interview and 
did not wish to arrange another appointment. A further five attended for the 
assessment interview but stated then that they did not wish for any intervention. These 
eleven cases have been excluded from the analyses below.
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Duration o f Treatment
The number of sessions attended by the families ranged from one to nine sessions. 
The mean number of sessions received by the families was three. The percentage of 
cases receiving the varying number o f sessions can be seen in Figure Three.
1 session only 2-A  sessions 5-9 sessions
SESSIONS
Figure Three
Number of referrals receiving ech therapy duration category
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Aetiolosv of the Feedins Disorder
Setting, antecedent and consequence variables were identifiable for 81% o f the cases. 
The remainder of the cases had only one or two variables identifiable. All of the cases 
had at least one variable identifiable.
Of the whole sample;
7.7% had identified physical causes only
76.9% had a mixture of non-organic and organic variables
15.4% had only psychosocial variables involved in the feeding disorder
These percentages are shown in Figure Four.
psychosocial aetiology 
15.4%
organic aetiology 
7.7%
mixed aetiology 
76.9%
Figure Four
Percentage of referrals for each category of aetiology
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Identified Setlins Variables
Physical child-specific setting events included reflux, non-specific physical factors 
(due to premature birth) and food allergies. Temperament was the only non-organic 
child-specific variable to be identified, and mothers' beliefs regarding feeding the only 
family/situation variable identified.
The percentage o f cases for each o f these categories can be seen in Figure Fi ve.
none identified 
7.7%
Mothers' cognitions 
30.8%
Food allergy 
11.5%
identified physical 
30.8%
unspecific physical 
15.4%
temperament of child 
3.8%
Figure Five 
Percentage of referrals for each setting variable
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Identified Antecedents Variables
Illness in the child was the only organic child-specific antecedent to be identified. No 
non-organic child-specific antecedents were identified. Family/situation variables 
included the introduction of mixed feeding, separation of the child's parents and 
family holidays. The percentage o f cases for each of these antecedent variables can be 
seen in Figure Six.
none identified 
15.4%
family changes 
7.7%
mixed feeding 
50.0%
illness in the child 
26.9%
Figure Six
Percentage of referrals for each antecedant variable
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Identified Consecfuence/Mainlainins Variables
Ongoing food allergies were the only physical maintaining variables identified. 
Behavioural and dietary mismanagement were the parent-child interaction variables 
identified, and parental anxiety the only family/situation variable identified.
The percentage o f cases for each o f the maintaining variable categories can be seen in
Figure Seven.
non identified 
7.7%
continuing physical 
7.7%
beh mismanagement 
50.0%
parental anxiety 
26.9%
diet mismanagement 
7.7%
Figure Seven
Percentage of referrals for each consequence variable
One o f the remaining referrals was treated by medical intervention and another child 
was fostered. These cases are not included in the analysis below.
201
Research Chapter: Research on Placement
Type o f Therapy
The percentage o f cases for each o f the types o f therapy can be seen in Figure Eight.
ecletio approach 
8.3%
dietary advice 
12.5%
cognitive work withm otner
16.7%
advice only 
16.7%
behavioural approach 
45.8%
Figure Eight
Percentage of referrals receiving each category of therapy
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Outcome o f Therapy
The percentage o f cases for each category o f outcome can be seen in Figure Nine.
unknown
11.5%
problem the same 
11.5%
problem resolving 
30.8%
Missing
7.7%
problem resolved 
38.5%
Figure Nine
Percentage of referrals for each outcome category
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Relationship between aetiolosv and outcome o f therapy
Due to the small number o f subjects it was necessary to consider aetiology as those 
with physical factors involved and those with only psychosocial factors involved. 
Outcome was considered as those showing some degree o f improvement and those 
where no improvement was shown. Fisher's Exact Test indicated that there was no 
significant relationship between aetiology and outcome o f therapy (p = 1.000),
Relationship between type o f therapy and outcome o f therapy
Due to the small number o f subjects it was necessary to consider therapy as those 
receiving a behavioural approach and those receiving another type o f therapy. 
Outcome was considered as described above. Fisher's Exact Test indicated that there 
was no significant relationship between type o f therapy received and outcome o f the 
therapy (p = 0.341 ).
The data for these tests can be seen in Appendix A.
DISCUSSION
Nature of Referrals
Source o f  Referrals
The majority o f referrals were received fi*om paediatricians and speech and language 
therapists. These two professions are able to assess possible physical causes for 
feeding disorders such as reflux and oral motor skills respectively. Although the data 
does not provide information as to the original source of referral, this high percentage 
may reflect the uncertainty o f those referring over the cause o f the feeding difficulties 
and also high parental anxiety when children have feeding difficulties. It appears that 
investigation into and elimination o f any physical causes is often the first step in the 
assessment o f feeding difficulties.
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Ase o f  Referred Child
Nearly all the referrals were received for children under school age. The professionals 
that have the most contact with these families are usually health visitors. Health 
visitors usually run postnatal groups for families when the babies are 6-12 weeks old. 
Feeding issues are addressed in these groups. It is impossible to tell from the data 
whether the families o f those referred did attend these groups. It may be that these 
families did not attend such postnatal groups and that the promotion o f and 
attendance at such groups needs to be addressed. Alternatively it may be that families 
did attend these groups but that the information provided was not sufficient in detail 
or was provided in the wrong format or at the wrong time. It is most likely to be due 
to a combination o f these factors. However parental access to additional information 
on children’s eating habits may be useful in reducing the number of referrals for 
feeding difficulties in the under fives.
Duration O f Therapy
Approximately one third o f referrals received only one therapy session. This low level 
intervention could possibly have been accessed by families without the need for a 
referral to the psychology service. This highlights the possibility o f psychology 
services liaising with other professionals involved with these children. Health visitors 
are often the primary source o f support for families trying to cope with problems in 
young children. Within one health authority (now North Downs Community NHS 
Trust) health visitors were offered a course o f 12 seminars in cognitive behavioural 
management skills and counselling (Wilson, 1995). Following the course the 
psychology department offered a drop-in clinic to the health visitors on a regular basis 
in order to receive psychological advice. An audit o f the training revealed that nearly 
all health visitors felt that the consultation sessions had been helpful to them and the 
families, and that it had reduced the number o f referrals made by the health visitors.
Although only a small percentage o f the referrals were made by health visitors in this 
study many o f the original referrals to the paediatricians and the speech and language 
therapists may have been made by health visitors.
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This type of consultation model might reduce the number o f referrals made to both 
the psychology department and other professionals. It would also allow for the 
cascading of psychological skills to other professions. Professionals to consider 
liaising with include health visitors. General Practitioners and dieticians, and this 
should be implemented within a supportive/supervisory structure.
Application O f Biopsychosocial Model
The fact that the aetiologies of the feeding difficulties were able to be sub divided 
into setting, antecedent and consequence variables for the majority of the referrals 
suggests that this biopsychosocial model (Powell, 1988) is useful as a classification 
system for childhood feeding difficulties. This model allows feeding disorders to be 
classified as organic, non-organic or mixed aetiology. The incidence o f referrals with 
physical variables was higher than those found in the previous literature. However the 
literature was concerned with causal factors whereas this study considered the 
variables as contributory rather than causal.
Setting Variables
Approximately three quarters o f all the referrals had some physical problem as a 
setting variable for the feeding difficulty. This data puts forward the idea that children 
with physical problems are at risk o f developing feeding problems later on. Families 
may be reluctant to approach professionals for help and it may be that children with 
early physical problems should continue to be in contact with services or at least 
know where they can obtain immediate advice and help if their child does develop a 
feeding difficulty. Parental education groups may be one way o f meeting this need 
and would enable parents to identify problems early and therefore allow for prompt 
intervention. Parent education groups have been proposed as appropriate intervention 
for both sleep disorders (Quine, 1992), and for conduct disorders (Webster-Stratton 
and Herbert, 1993) in children. If prompt intervention does not occur the likelihood is 
that the feeding difficulty soon becomes an established behaviour requiring more 
intense intervention.
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Antecedent Variables
Half of the feeding difficulties had the introduction o f mixed feeding as an immediate 
antecedent variable. This suggests that the introduction of mixed feeding may have a 
very important role to play, particularly for children who have a predisposition to 
feeding problems. The introduction o f mixed feeding is an issue addressed in 
postnatal groups. Again it is impossible to know which families attended postnatal 
groups but it appears that this issue is not being sufficiently addressed either due to 
non-attendance or because additional information/advice is not available to parents. 
One possible way of addressing this issue would be at baby clinics.
Maintaining Variables
Over half o f the feeding difficulties were being maintained by parent-child 
interactions, and the most frequent type o f intervention was a behavioural approach. 
This suggests that parents may benefit from access to advice on behavioural 
principles. These need not necessarily be specific to feeding difficulties. As yet parent 
training only appears to be accessed once a problem has occurred. The possibility of 
running preventative groups should be considered. Although in the short term this 
approach would have implications for psychology resources, in the long term the 
number of referrals for feeding difficulties might be reduced.
Review Of Range Of Therapies
The range o f therapies offered by the psychology service produced approximately a 
70% improvement rate. Therefore it seems that the services being provided are both 
necessary and highly relevant.
Relationship Between Aetiology, Type Of Therapy And Outcome
The fact that there was no relationship between the aetiology of the feeding disorder 
nor the type o f treatment received and the therapy outcome suggests that the range of 
interventions offered by the psychology service are extremely successful for a range 
o f feeding disorders. This further supports the idea that the psychology services 
should liaise with the other professionals involved with these children.
207
Research Chapter: Research on Placement
Apart from the consultation model suggested above, another alternative would be to 
provide some written information on feeding difficulties in the form o f a booklet.
This format of cascading knowledge has been used by other psychology services for a 
range o f referral issues, including sleeping difficulties and temper tantrums.
One form of therapy identified in this study which has received little attention in the 
literature is cognitive therapy with parents. This is surprising as parental beliefs have 
been identified as a contributory cause o f child feeding disorders. Future work should 
address the effectiveness o f this therapy mode in the treatment o f the range o f child- 
related problems.
SUMMARY
This retrospective investigation into the cause o f feeding disorders provides support 
for a biopsychosocial model/categorisation rather than a dichotomous categorisation 
o f organic or non-organic aetiology. Physical factors appear to play an important part 
in the antecedents o f feeding difficulties (both distal and immediate antecedents). 
Psychosocial factors appear to be more important in the consequences/maintaining 
variables of feeding disorders.
The majority o f referrals are received for children under five. The psychology service 
is able to provide a range o f interventions and as a whole the outcome o f these is 
extremely successful. This suggests that the psychology service should liaise with 
other professionals involved with the under fives and with the parents of these 
children. Possible mechanisms for liaison include consultation services (Wilson, 
1995), group work or the production o f written information. An example o f a possible 
booklet can be seen in Appendix B. Future work needs to address where original 
referrals are being generated, and ongoing research would enable the sample number 
to be increased and hence allow further evaluation o f which variables in the 
psychosocial model predict outcome. Future research is also required to evaluate 
whether the suggestions above do resul t in either reduced numbers of referrals for 
child feeding difficulties and/or reduced length o f necessary intervention.
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Data for Fisher’s Exact Tests
1. Aetiology by Outcome
OUTCOM E
1 2 Row Total
AETIOLOGY 1 16 5 21
2 2 1 3
Column Total 18 6 24
Fisher's Exact Test: p= LOO
2. Therapy by Outcome
OUTCOME
1 2 Row Total
THERAPY 1 10 1 11
2 8 5 13
Column Total 18 6 24
Fisher's Exact Test: p = 0.341
217
Research Chapter: Resmrr.h im
APPENDIX B
218
Research Chapter: Research on Placement
A guide for parents and carers whose 
children have problems at mealtimes
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Are you experiencing problems with your child at 
mealtimes ?
YOU ARE NOT ALONE
Many children have difficulties with eating at some point.
Up to one third of five-year-olds show mild or moderate difficulties
Feeding difficulties can be due to a number of reasons.
However there are also a few suggestions that you can try in order to help 
them get better.
This booklet has been written to help you manage your child’s feeding 
problems. You will probably know some if  not all o f the suggestions - 
none of them are new !
However this booklet will hopefully remind you of the ideas and will also 
be something to which you can refer when necessary.
ELIMINATE MEDICAL PROBLEMS
Before going any further it is necessary to rule out any medical problems 
that might be causing these problems. Examples of medical problems that 
might be contributing are colic, food allergies or viruses.
A visit to your General Practitioner or a chat with your Health Visitor 
might be useful to check out these possibilities.
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Children may show a variety of difficulties at mealtimes.
Weaning
The age at which parents wean their child from the breast or bottle varies 
from individual to individual. Some children are reluctant to replace their 
milk with more solid foods.
Reluctance to chew lumps
By the age of four months a child is able to push food to the back of the 
mouth and swallow it. This can vary from individual to individual. Babies 
start to bite and chew by about halfway through their first year. Sudden 
introduction of new textures and lumps in food may be resisted by your 
child.
Faddiness
Toddlers often show erratic preferences and dislikes o f food. Children can 
suddenly start to refuse foods that they have previously enjoyed.
Poor appetite
Children can appear not to like the taste of food and not want to eat at all. 
After a few mouthfuls o f food children may say that they are full.
221
Research Chapter: Research on Placement
What You Can Do To Help !
The first task of helping your child to overcome their feeding problems is 
to ESTABLISH A GOOD ROUTINE.
1. Meals should be family-style, sit down times. Ideally all meals should 
be eaten in the same room and at a table .
2. Distractions such as toys or the television should be removed or 
switched off.
3. Provide your child with small portions of food that you know they will 
like and eat. A larger range of foods can be introduced gradually (see 
below).
4. Praise your child with lots o f smiles and encouragement for any 
appropriate behaviours such as using utensils, putting food into their 
mouths, sitting nicely and so forth.
5. Try not to nag, threaten or warn your child during the meal. Ignoring 
inappropriate behaviours and paying attention to appropriate behaviours 
usually works better. Try not to get too concerned about mess. Clear it all 
up in one go at the end of the meal.
6. Set a reasonable time for meals, perhaps twenty or thirty minutes. When 
this time is up clear away whatever your child has not eaten.
7. Limit snacks between meals. If your child fills up on snacks they will 
not be hungry at mealtimes.
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SOME SPECIFIC PROBLEMS
Weaning
Mothers have to be sure that they wish to wean their child. Any 
ambivalence will be communicated to her child. Therefore making up 
your mind is the first stage and will provide you with a clear aim and plan.
A gradual but firm approach is b es t.
Begin by offering some drinks in a teacher beaker or on a spoon.
Eliminate bottle / breast feeds in gradual succession.
Some mothers choose to drop night feeds at first, others prefer to miss out 
the lunch time feeds first.
It is often helpful to offer the breast / milk after a solid feed so that the 
child is already quite full.
Bedtime feeds are often the last to go.
Introducing Soiids
A gradual thickening of baby food is often the best way to introduce more 
solid food. Children will often then move on to accepting pureed food 
cooked by their mothers. Many children will then stay at the "mince and 
mash" stage for many months. This is not unusual. Children usually 
manage best if  they are left to touch and play with their food. Try giving 
your child finger foods that they can start to suck on. By about the second 
half of your child’s first year they will usually start to suck on their 
preferred foods.
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Combating Faddiness
All children have fads at different times and these often resolve as quickly 
as they arrive.
If faddiness continues, a gradual approach of encouraging your child to try 
out new foods, perhaps one each day, will help. Reward your child with 
lots of smiles and praise for any attempt at trying a new food.
Increasing the Quantity Eaten
Children with poor appetites are often put off when large amounts of food 
are put on their plates. Start off by presenting very small amounts so that 
your child is able to clear their plate. Reward your child for managing this. 
Very gradually increase the quantity of food on the plate so long as your 
child can still finish their food. Progress is often slow!
Some children may be helped by having small meals more frequently.
Four to five small meals a day is often best; morning , mid-morning, 
noon, mid-afternoon, and evening.
SOME IMPORTANT POINTS
1. If some of the ideas in this booklet don't work for the first few times 
DON'T GIVE UP! Sometimes things get worse before they get better. It 
will take a few weeks before you see any change.
2. Following these ideas may mean extra work. It is a good idea to think of 
someone who can give you help and support and encourage you to keep 
trying.
3. If the problems do seem to be getting worse and worse contact your GP 
or Health Visitor.
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FURTHER READING
1. "Toddler Taming" by C. Green (Doubleday, 1989).
2. "Behaviour Problems in Young Children" by J. Douglas (Penguin,
1989}
3. "The Incredible Years. A troubleshooting guide for parents of children 
aged 3-8" by Carolyn Webster-Stratton (Umbrella Press).
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SMALL SCALE RESEARCH
Psychological distress in spouses associated with traumatic brain injury: 
a role for illness representations
Completed in Year 2
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ABSTRACT
Traumatic Brain Injuiy (TBI) within a marriage has been widely documented to 
produce psychological distress in the uninjured partner. A variety of factors have been 
suggested as predictors o f this psychological distress, including length o f time since 
injury, injury severity and personality traits o f the spouse. However the proportion of 
unexplained variance is still significant and no theoretical model adequately explains 
individual differences in relatives’ adaptation to TBI. The present study investigated 
the relationship between spousal perceptions o f their partner’s injury, using 
Leventhal's (1980) Illness Representation model and psychological distress as 
measured by affective symptoms, marital satisfaction and a visual analogue scale o f 
stress. Significant relationships were found between two dimensions o f Illness 
Representations, identity and consequences, and psychological distress. No significant 
relationships were found between the two other dimensions, time line and cure/ 
control o f Illness Representations and psychological distress. Exploratory cluster 
analysis suggests that there may be naturally occurring groups o f people in terms of 
their cognitive representations o f their partner's TBI. These may partly reflect the age 
o f the uninjured spouse and the time since their partner’s injury. The generalisation o f 
these results is limited by sample size (n=16), sample selection and design o f the 
study.
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1. INTRODUCTION
1.1. Traumatic Brain Injury
Traumatic Brain Injury (TBI) refers to a sudden and very serious damage o f the brain 
caused by a mechanical force (Frankowski, Annegers and Whitman, 1985: cited in 
Morton and Wehman, 1995). The severity o f injury is usually assessed by the depth of 
coma measured by the Glasgow Coma Scale (GCS) (Jennett, 1976) and by the 
duration o f post traumatic amnesia (PTA) (Russell and Nathan, 1946). The effects of 
TBI can vary from the trivial to the fatal (Oddy, 1984). Severe TBI accounts for 5% of 
all head injuries in the United Kingdom (British Psychological Society, 1989). The 
increased efficiency o f the emergency health care systems and the effectiveness of 
neurosurgical techniques have improved the likelihood that individuals who sustain 
severe brain injury will survive (Wilier, Allen, Liss, Miriam and Zicht, 1991). 
Increased survival is associated with lifelong disabilities and the various sequelae of 
TBI have been the subject o f a growing amount o f research.
1.2. The Consequences o f TBI
The consequences of a TBI may include changes in behavioural, social, emotional, 
and cognitive functioning (Brooks, 1984). While there are certain common problems 
that can result from a blow to the head, a tremendous range o f after effects can occur. 
Some o f the potential changes that Bond (1984) has outlined are an impaired capacity 
for social perceptiveness, an impaired capacity for control and self regulation, 
stimulus-bound behaviour and increased dependency, emotional changes, and an 
inability to learn from social experience. Marked decreases in overall cognitive 
power, particularly in the areas o f learning, memory and speed are typical. Other 
psychiatric problems may also develop such as frontal lobe syndromes and dementia. 
These changes appear to be long-term and relatively permanent (Oddy, Goughian, 
Tyerman and Jenkins, 1985).
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1.3. Family Reactions to TBI
Lezak (1986) hypothesised that each of the consequences cited above can be a 
potential source of strain for a family o f an individual who has suffered a TBI. Jennett 
(1976) and London (1967) (cited in Johnson and Cleave, 1987) were among the first 
authors to recognise the burden placed upon family members by the presence of a 
head-injured patient. Since then a number o f studies have reviewed family reactions 
to TBI; Panting and Merry (1972), Oddy, Humphrey and Uttley (1978), and 
Tzidkiahu, Sazbon and Solzi, (1994). The families o f an individual with severe TBI 
experience high levels of subjective burden and associated psychological distress. 
Within an extended family, patients discharged home cause minimal disruption 
because o f the number o f family members available to care for them. Yet the 
contemporary family o f today, consisting o f only the married couple and their 
children, is a weak base on which to place such a responsibility (Craven and Sharp, 
1972). This results in a high probability that members o f such a family will have a 
large reaction to an illness within the family (Craven and Sharp, 1972).
Men with TBI typically outnumber women by two to one (Wilier, Allen, Liss, Miriam 
and Zicht, 1991). The peak incidence of TBI is in the 15 to 30 year age group (Jennett 
and MacMillan, 1981). This has meant that the focus o f research has typically been 
on young men living with their parents, and little information exists about other forms 
of family settings such as elderly individuals living with adult children, or married 
individuals living with their spouses.
1.4. Effects o f TBI on the Marital Relationship
Individuals with TBI who return home frequently present a multitude of deficits and 
handicaps (Brooks, 1979; Oddy, Humphrey and Uttley, 1978). Often the main burden 
of coping with these problems falls on the shoulders o f a close relative, which given 
the predominantly male sex bias of TBI victims, is usually female (Livingston, Brooks 
and Bond, 1985).
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Recent investigations have focused on the nature o f the psychological reactions o f 
specific family members. Since Fengler and Goodrich (1979) aptly described the 
spouse as the ’hidden victim’ research has consistently documented high levels o f 
stress associated with the experience. Describing what they called the ’spouse burnout 
syndrome', Ekberg, Griffith and Foxall (1986) found that the life satisfaction o f a 
spousal caregiver was often lower than that o f the patient. The spouse is usually well 
supported in the acute care and rehabilitation stages o f recovery of the TBI patient. 
During this stage o f recovery extended family and friends tend to 'rally round' giving 
support and attention to the nuclear family, allowing their daily schedules to be 
reorganised around hospital visits. This rarely continues once the patient returns home 
(KozlofF, 1987). Unfortunately very little family support or counselling is offered to 
families when the TBI member returns home. In addition the multiple consequences 
o f a TBI often prevent the return to previous responsibi lities (including family roles 
and employment) and spouses experience a significant amount of burden (Rosenbaum 
and Najenson, 1976). The earlier literature review in this research chapter highlights 
that TBI can produce numerous issues within a marriage. These include anxiety and 
depression in the spouse (Rosenbaum and Najenson, 1976; Oddy, Humphrey and 
Uttley, 1978; O’Carrol, Woodrow and Maroun, 1991; Linn, Allen and Wilier, 1994) 
strain on social relationships and associated loneliness (Lezak, 1978; Kozloff, 1987), 
problems with sexual relationships (Blackerby, 1987; cited in O’Carrol, Woodrow and 
Maroun, 1991; Wood, 1984; Zasler and Horn, 1990), marital aggression (Wood,
1984; Wamken, Rosenbaum, Fletcher, Hoge and Adelman, 1994), problems with 
parenting (Lezak, 1978; Hansell, 1990: cited in Pessar, Coad, Linn and Wilier, 1993), 
financial burden (Romano, 1989), and possible divorce (Walker, 1972; Kravetz, Gross 
and Weiler, 1995; Wood and Yurdakul, 1997).
1.5. Measuring the Impact o f TBI on the Spouse
The impact on the spouse after head injury is easier to appreciate than define. It 
involves a multiplicity o f social, emotional and physical consequences o f the injury. It 
also depends greatly on the perception o f the spouse and his or her capacity to cope. 
Thus the impact reflects the interaction between an individual, the spouse and other 
family members (Livingston and Brooks, 1988).
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It is therefore not surprising that this burden has proven difficult to measure. Various 
methods have been developed in an attempt to do this. The most frequent method of 
measuring distress has been to measure changes in emotional responses in the spouses 
after their partners' TBI. These studies have typically utilised questionnaires 
standardised on adult psychiatric patients. The use o f standardised questionnaires 
permits comparison with a reference population, and the reliability and validity o f 
such assessment instruments has been evaluated (Brooks, 1991). This is an important 
issue as it would help in the allocation of resources. A number of these different 
scales have been utilised in a variety o f different studies, and a summary showing the 
range o f scales used can be seen in Table One below.
Table One: Range of instruments used to assess burden in spouses o f TBI victims
AUTHORS MEASURE USED SUMMARY OF RESULTS
Rosenbaum and Najenson, Depression Rating Depression reported in the
1976 Constructed for the study spouse
Livingston, Brooks and Bond, General Health Questionnaire, Only minor mood disorders
1985 Leeds Anxiety Scale reported
O'Carrol, Woodrow and General Health Questionnaire, Depression and anxiety reported
Maroun, 1991 Hospital Anxiety and 
Depression Scale
in the spouse
Hall, Karzmak, Stevens, Subjective Complaints List Increased amdety,
Englander, O'Hare and Wright, Constructed for the study aggressiveness, slowness and
1994 forgetfulness reported in the 
spouse
Kreutzer, Gervasio and Brief Symptom Inventory Distress reported in half o f the
Camplair, 1994 caregivers
Leathern, Heath and Woolley, Hassles and Uplifts Scale Moderate levels of stress
1996 reported
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Depression and anxiety are reported with a wide range o f prevalence within the 
literature, ranging from 6% (O'Carrol, Woodrow and Maroun, 1991) to 73% of 
spouses suffering from depression (Linn, Allen and Wilier, 1994). These differences 
in data are possibly due to the nature o f the samples studied and the differing methods 
of assessment (Linn et al, 1994). Panting and Merry (1972) found that 60% of 
relatives needed some type o f medication, such as tranquillisers or sleeping tablets 
that they had not required before the TBI.
One alternative way of measuring stress has attempted to measure the psychological 
burden of caring for a TBI individual as perceived by the spouse. Burden is 
traditionally defined in terms o f "something that is difficult to bear either emotionally 
or physically" or in terms o f "a responsibility or duty" (Dictionary o f the English 
Language, 1970). The conceptual background of this research was derived from Grad 
and Sainsbury (1963) who examined family perceptions o f the effect o f a psychiatric 
patient on the family, on the children, and on the family’s relationships with 
neighbours. Using Hoenig and Hamilton’s (1966) approach, burden placed upon the 
family may be considered in two ways. The first is objective burden and this includes 
family perceptions o f changes in health, activities, housing, and finances. The second 
is subjective burden and this consists o f the stress felt by the person caring for the 
patient. Most workers in the field have used their own structured interviews or 
checklists which have been designed to measure the specific problems associated 
with brain injuiy. Although this ensures that the items are specifically focused for a 
specific study and the specific population it means that psychometric data on the 
measure is usually lacking. McKinlay, Brooks, Bond, Martinage and Marshall (1981) 
developed such a questionnaire designed to measure both the changes in health 
experienced by the carers o f a TBI patient (objective burden) and their levels o f stress 
on a visual analogue scale (subjective burden).
A third measure o f the impact of TBI on marital relationships has been to examine the 
marital relationship, including its stability and sexual functioning. The prevalence o f 
divorce ranges from 11% (Walker, 1972) to 50% (Wood and Yurdakul, 1997).
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The inconsistencies in the divorce rates may be due to the fact that remaining in a 
marriage is not necessarily indicative of marital satisfaction. Perhaps some o f the 
spouses that remain married do so because o f social and economic pressure. Lezak 
(1978) comments on how spouses are unable to get divorced with a clear conscience. 
Gratitude, fond memories, feelings of responsibility, guilt and fear o f social 
condemnation contribute to the reluctance o f a once happily married spouse to 
divorce their partner. As the majority of patients are young males the disruption o f 
sexual activity may have a significant effect on personal relationships, and 
specifically the marital relationship. Meyer (1955) (cited in Miller, 1994) reported 
that 71% o f patients had reduced sexual drive following brain injuiy and Kosteljanetz, 
Jensen, Norgrad, Lunge, Jensen and Johnsen (1981) found reduced libido or erectal 
dysfunction or both in 58% o f patients. Garden, Bontke and Hoffinan (1990) used an 
adapted version of the Self Evaluation o f Sexual Behaviour and Gratification (Lief, 
1981) and found that intercourse frequency and libido both decreased after T B I. 
Peters, Stambrook, Moore and Esses (1990) used a number o f questionnaires, 
including the Dyadic Adjustment Scale and the Personal Assessment o f Intimacy in 
Relationships, to study the marital relationships o f TBI victims. They found that a 
number of measures were significantly lower in the head-injured group compared 
with a control group. As a result of these findings it would be reasonable to expect 
that head-injured patients and their spouses experience some degree o f marital 
difficulty.
In conclusion a number o f measures have been utilised to assess the impact o f TBI on 
the spouse. There are difficulties with these in that standardised questionnaires may 
not be suitable for the clinical population, specially constructed questionnaires lack 
psychometric data and others (for example divorce rate) may not be truly 
representative due to social influences.
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1.6. Factors that Predict Distress in the Spouse
Identifying predictors of distress in family members has not been easy, partly because 
reports in the literature refer to highly selected samples o f patients such as specialist 
rehabilitation cases (Eames and Wood, 1985; Weddell, Oddy and Jenkins, 1980; 
Gilchrist and Wilkinson, 1979) or cases o f extreme severity (Van Zomeren and Van 
den Burg, 1985). Furthermore a limited number o f cases is often reported (Romano, 
1974) making firm interpretation difficult.
In jury  severity and time since in jury
Attempts to identify predictors o f family members' distress have suggested that the 
severity of the patient’s brain damage, as measured by the GCS or PTA, bears some 
relationship to the severity of distress in the relative (Brooks and Aughton, 1979; 
Oddy, Humphrey and Uttley, 1978; McKinlay, Brooks, Bond, et al. 1981). In contrast, 
Linn, Allen and Wilier (1992) found that severity indicators such as PTA and length 
o f coma were not related to affective symptoms in the spouse, a finding that is also 
supported by other researchers (Livingston, 1987). Linn et al's study also indicated 
that time post-injuiy was not significantly related to the affective symptoms in the 
spouse. These findings are not consistent with the findings o f  Oddy et al (1978), 
perhaps due to differences in the subject samples. Therefore it appears that factors 
other than severity are important in predicting stress in the partners o f TBI victims. It 
seems that there are some relatives who cope well with very severe injuries and others 
who feel high burden with less severe injuries (Brooks, Campsie, Symington et al, 
1986).
N ature of In jury
Panting and Merry (1972) noted the tendency for physical deficits to recover more 
quickly than emotional difficulties and that it was the latter that relatives found the 
most difficult to cope with. Lezak (1978) also found that the families o f individuals 
with severe TBI reported the psychosocial difficulties, especially personality changes, 
as their most significant concern, and other researchers have also documented the 
long standing nature o f these difficulties (Livingston and Brooks, 1988).
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Personality Traits of Uninjured Partner
Personality traits in the uninjured partner have also been suggested as predictive o f 
spousal distress (Denney and Frisch, 1981). These authors propose that more neurotic 
individuals will perceive the injuiy and resulting consequences as more severe than 
they actually are. Livingston (1987), using multiple regression techniques to predict 
family distress, found that the best determinant o f relatives' psychological distress was 
their premorbid psychiatric and general health.
In summary, studies of caregivers' psychological functioning after TBI have yielded 
non-specific results regarding the level and course o f difficulties experienced by 
family members. Certainly a portion o f the discrepancy reported may be caused by 
individual family characteristics, caregiver type, as well as type o f functioning 
studied. However the nature and prediction o f family stress over time clearly requires 
further investigation. In view of the fact that significant others are known to provide 
the main support for a TBI victim, one o f the important tasks o f rehabilitation should 
be the promotion of successful adjustment o f these family members. The clinician’s 
work may be facilitated by a model that explains the influences on post-traumatic 
adjustment.
1.7. Possible Theoretical Models
Many o f the papers examining spousal adaptation to a partner’s TBI are descriptive in 
nature and lack theoretical concepts. This type o f research is clearly necessary in the 
elementary stages of research. However future studies need to concentrate more on 
theoretical perspectives, with the aim of proposing models o f spousal adaptation to 
TBI. Such models would help in the understanding o f individual differences o f 
adaptation.
Several models have been proposed. The classic model o f grief proposed by Kubler 
Ross (1969) seems to have some relevance. The individual is described as moving 
through stages of denial, anger and then grief. However TBI is fundamentally 
different from the death of a family member.
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The continued presence of the disabled person has the potential to interfere with 
family members’ attempts to achieve psychological adjustment to the loss that has 
occurred. The spouse cannot mourn decently. Romano (1974) and Lezak (1978) were 
both struck by the long-standing reaction o f denial in relatives of TBI victims.
Romano (1974) found relatively little improvement beyond denial and noted that it 
was manifested in common fantasies, verbal refusals and inappropriate responses. 
Florian, Katz and Lahav (1989) believed that initial improvements in physical 
symptoms served to strengthen this denial, with families left hoping that emotional 
and behavioural functioning will also return to premorbid levels. Lezak (1986) and 
Douglas (1990) (cited in Ponsford, Sloan and Snow, 1995) both described stage 
models of adaptation to TBI. Douglas in particular recognised that there are likely to 
be differences in the sequence and rate at which families pass through phases, and 
that not all families pass through all phases.
An alternative model for spousal adaptation to TBI is the transactional theory o f  stress 
and coping (Lazarus and Folkman, 1984). These authors have described stress as a 
transactional process between the person and the environment. A stressful event may 
produce variable outcomes based on cognitive factors as well as on coping styles. A 
key role is assigned to the individual's cognitive appraisal o f the demands o f the 
situation. The emphasis on cognitive appraisal calls for the meaning o f the event to 
the individual to be understood (Coyne and Lazarus, 1980). The individual's resources 
to cope with the situation are also seen as mediating the psychological distress 
exhibited. These resources include coping styles and the amount o f social support that 
the individual can utilise. Within the model, coping is conceptualised as comprising 
of either problem-solving strategies or emotion-regulation strategies.
Within the chronic illness literature, how patients perceive their illness and its 
management is believed to be an important factor in determining successful 
adjustment to and self care of the condition (Cox and Gonder-Frederick, 1992). Lau, 
Bernard and Hartman (1989) identified elements used to conceptualise illness. These 
included not feeling normal, specific symptoms, a specific illness, consequences o f 
the illness, time line o f the illness, and the absence o f health.
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These dimensions of what it means to be ill have been described wi thin the context of 
'illness cognitions' (also called illness beliefs or illness representations). Leventhal 
and his colleagues (Leventhal, Meyer and Nerenz, 1980; Leventhal and Nerenz, 1985) 
defined illness cognitions as patients' own implicit common sense beliefs about their 
illness. They proposed that these cognitions reflect the patient's cognitive response to 
symptoms and illness and that emotional responses are processed in parallel to illness 
representations (Leventhal, Nerenz and Steele, 1984). It is recognised that responses 
to catastrophic injuiy and illness are in part mediated by cognitive processes (Coyne 
and Holroyd, 1982). Using interviews with patients suffering from a variety of 
illnesses, Leventhal and his colleagues identified five cognitive dimensions o f these 
illness representations. The first o f these is identity. This refers to the label given to 
the illness and the symptoms experienced. The second dimension is the perceived 
cause o f the illness. Causes may be biological or psychological. Patients may hold 
representations o f illness which reflect a variety of different causal models. The time 
line is the third cognitive dimension and refers to a patient's beliefs about how long 
the illness will last; whether it is acute or chronic. The consequences of the illness 
constitute the fourth dimension. Such consequences may be physical, emotional, or a 
combination of factors. Patients also represent illnesses in terms of whether they 
believe the illness can be treated/cured and the extent to which the outcome o f their 
illness is controllable either by themselves or by others. This is what makes up the 
final dimension. These five dimensions are what constitute the meaning o f the event 
for the individual and are equivalent to the cognitive appraisal in Coyne and Lazarus’ 
model (1980).
1.8. Measurement of Illness Beliefs
The extent to which beliefs about illness are constituted by these different dimensions 
has been studied using two main methodologies; inteiwiewing research and 
experimental research. Leventhal and his colleagues have carried out interviews with 
individuals who are chronically ill, have recently been diagnosed as having cancer, 
and healthy adults. The resulting descriptions o f illness suggest underlying beliefs 
which are made up o f the above dimensions.
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Leventhal argued that an interview is the best way to access illness cognitions, as this 
methodology avoids the possibility of priming the subjects. For example asking a 
subject to what extent they think about their illness in terms o f its possible 
consequences will obviously encourage them to regard consequences as an important 
dimension. Interviews encourage subjects to express their own beliefs not those 
expected by the interviewer. However in order to decrease interview time and to 
provide a standardised measure of illness cognitions, the Illness Perception 
Questionnaire (IPQ) (Weinman, Petrie, Moss-Morris and Home, 1996) was 
developed. This questionnaire asks subjects about their illness via statements which 
reflect the dimensions o f identity, consequences, time line, cause and cure/control. 
Although still in the early stages this questionnaire has been used to examine beliefs 
about such illnesses as chronic fatigue syndrome, diabetes, and arthritis. IPQ scales, 
measures o f disability, measures o f coping, self-rated health status and health distress 
were found to be related (Weinman, Petrie, Moss-Morris and Home, 1996). A 
significant others/carer version o f the IPQ has also been developed to elicit the 
partners’/carers' cognitive model o f a patient’s illness (Weinman, Petrie, Moss-Morris 
and Home, 1996).
Godfrey, Knight and Partridge (1996) have discussed the applicability o f this model to 
individuals with TBI. High correlations between TBI patient’s appraisal o f their injury 
and their emotional dysfunction have been found. They acknowledge that as well as 
coping styles and social support, an individual's lack o f insight following TBI may 
mediate the stress they experience. An individual with TBI cannot react to stressors 
(symptoms) if  he/she fails to perceive them. Often TBI victims have limited 
appreciation of their circumstances and accordingly display no marked distress at 
their losses.
The variability o f measurement and research methods previously used to study 
relatives' burden following TBI have not made it possible to compare levels and type 
o f burden with those resulting from caring for individuals with other chronic illnesses 
and conditions. In terms of intervention planning and public policy decision making, 
the ability to compare levels o f burden across disability groups would be valuable.
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The use o f Lazarus’ transactional model o f stress would allow this process to occur. In 
addition research into models o f spousal adaptation to TBI may be important in 
assisting in the education and training of rehabilitation professionals (Kreutzer, 
Gervasio and Camplair, 1994). It would enable programmes to better address the 
concerns of both patients and their families and provide an understanding about 
family adaptation to extremely stressful conditions.
1.9. Aims o f the present studv
The present study is designed to examine the applicability o f the illness representation 
model to spousal adjustment to TBI, by investigating whether spousal appraisals o f 
their partner’s injury on the cognitive dimensions identified by Leventhal and 
colleagues (1980; 1985) are related to the psychological distress that they experience.
2. METHOD
2.1. Participants
The study was conducted using two groups o f participants. The first group o f 
participants were volunteers from a Headway Support Group. Headway run various 
local Support Groups for people with head injuries, their families and carers within 
the network of Headway National Head Injuries Association Limited. The second 
group were partners o f individuals with TBI attending for neuropsychological 
assessment at a regional neurological centre.
2.2. Inclusion Criteria
Participants were included in the study providing
a) they had been married or living with their partner prior to the TBI.
b) their partner had returned home to live with them following discharge from 
hospital.
c) they did not suffer from any major neurological or psychiatric illness.
d) that English was their first language.
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2.3. Ethical Permission
Headway National Head Injury Association do not have an Ethical Committee. 
Therefore ethical permission for the participants from Headway Support Groups was 
gained from Surrey University Ethical Committee. The letter of Ethical Approval can 
be seen in Appendix A. Ethical permission for the second group of participants was 
sought from the Chairman o f the Ethics Committee where the regional neurological 
centre is situated. This was granted on the basis o f the ethical permission already 
received from the University o f Surrey.
2.4. Participant Information
An information sheet detailing the research project was given to each participant to 
keep and can be seen in Appendix B. A consent form for the participants in the 
research can also be seen in Appendix B.
2.5. Measures / Materials Used.
2.5.1. Measurement of Spousal Perceptions o f their partner’s iniury and associated 
difficulties
a) Administration of the Illness Perception Questionnaire (IPQ); Spouse / Partner 
Questionnaire.
This is a questionnaire developed by Weinman, Petrie, Moss-Morris and Horne 
(1996). It produces a  series o f scores that represent the five dimensions o f illness 
cognitions as identified by the research o f Leventhal et al (1980, 1985). Permission 
was gained from the author to change the wording from illness to injury; see 
Appendix C. The identity scale is comprised o f 12 items rated on a four point scale 
from ’never' to ’all o f the time’. The score consists o f summing the number o f items 
scored ’occasionally' or greater. The items for the other dimensions are rated on a five 
point scale from 'strongly disagree’ to 'strongly agree’.
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After reverse scoring appropriate items, scores for time line, consequences and 
cure/controllability are obtained by summing the items and dividing by the number of 
items contributing to that dimension. For the cause scale it is not appropriate to sum 
the items as each item represents a specific causal belief. No psychometric data is 
available for this spousal version o f the IPQ.
b) Administration o f the Questionnaire for Relatives.
This is a questioimaire developed by McKinlay, Brooks, Bond, et al (1981). It 
produces a series o f scores that represent the various consequences of TBI 
experienced by a relative, and also a score that represents the subjective stress 
perceived by the relative. The Questionnaire for Relatives has no official scoring 
system or reliability data (see Appendix C). However McKinlay and colleagues 
suggest a scoring system in which questions are divided into seven categories; 
physical, language, emotional, dependence, subjective, memory and disturbed 
behaviour. For this analysis two scores, physical and emotional, were calculated.
2.5.2. Measurement o f Psvchological Distress in the Spouse / Partner
In addition to the subjective rating o f stress as measured in the Questionnaire for 
Relatives, the following measures were utilised.
a) Administration o f the General Health Questionnaire (Goldberg, 1972).
The GHQ is a screening questionnaire for detecting forms o f psychiatric illness 
(Bowling, 1994). The advantage o f the GHQ is that it concentrates on broad 
components o f psychiatric morbidity (especially anxiety and depression). There have 
been numerous applications o f the GHQ in survey research and in clinical settings. 
Bowling (1990) found that the GHQ was acceptable to respondents and did not 
contain any items likely to cause upset. A number o f different versions o f the GHQ 
are available. The 12-item version was used in this study in order to keep demands on 
participants to a minimum.
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Although slightly less valid and sensitive than the 60 item version it is apparently as 
efficient as the 30 item version as a case detector (Bowling, 1994). The questionnaire 
consists o f 12 items asking the respondent to compare their recent experience to their 
usual state on a four point scale o f severity. The overall GHQ score is the sum of the 
item scores. There is evidence that assessments o f the severity o f psychiatric illness 
are directly proportional to the number o f symptoms reported on the GHQ (Goldberg 
and Huxley, 1980). The predictive validity o f the GHQ has also been evaluated 
(Goldberg and Williams, 1988). Over 50 validity studies have been conducted on the 
GHQ and although not perfect, it correlates well with psychiatric diagnosis o f 
morbidity and depression (Williams, 1987). Split half and test/re-test correlates have 
been carried out on the GHQ with good results (Goldberg and Williams, 1988). At 
any time 12 - 20 per cent of the normal population will experience symptoms 
measured by the GHQ, therefore it has been suggested that 1 /2  split produces the 
optimal distinction between ’cases' and ’normal’ individuals (Milne, 1990).
b) Administration o f the Golombok Rust Inventory o f Marital State (GRIMS) (Rust, 
Bennun, Croew and Golombok, 1988).
This questionnaire assesses the overall quality of the relationship between a man and 
a woman. It uses items known to be important to a good relationship, including 
satisfaction, communication, shared interests, trust and respect. It consists o f  28 
statements each o f which is rated on a four point scale from ’strongly disagree’ to 
’strongly agree’. Reliability has been assessed by two internal consistency methods, 
split half and alpha coefficient. Both procedures indicated a high degree of 
consistency with the GRIMS items. Validity was assessed by means o f diagnostic and 
empirical methods. Content and face validity were regarded as high. Diagnostic 
validity was determined by relating therapist’s ratings with GRIMS scores, yielding a 
statistically significant degree o f agreement (Milne, 1990).
All o f the above questionnaires can be seen in Appendix D. .
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The above questionnaires were chosen in order to address some o f the criticisms of 
earlier studies. The use o f both standardised and specially constructed questionnaires 
will allow for comparison between these two types o f measures. The GRiMS is a less 
intrusive questionnaire than one that enquires about sexual activity and so hopefully 
would not be influenced so much by social desirability.
2.6. Hvpotheses
Null Hvpothesis:
There is no relationship between spousal perceptions of their partner's TBI and the 
psychological distress exhibited by the uninjured partner.
Experimental Hvpothesis:
1. Spousal perceptions o f emotional consequences o f their partner's injury will be 
associated with more psychological distress than spousal perceptions of physical 
consequences o f their partner's injury. (Evidence for this will be examined by the data 
from the Questionnaire for Relatives, the GRIMS and the GHQ ).
2. Spouses who perceive their partner’s injury as having more symptoms (identity) 
will exhibit more psychological distress, (Evidence for this will be examined by the 
data from the IPQ, the GRIMS , the GHQ and the visual analogue scale o f stress in 
the Questioimaire for Relatives).
3. Spouses who perceive their partner’s injury as causing more consequences will 
exhibit more psychological distress. (Evidence for this will be examined by the data 
from the IPQ, the GRIMS , the GHQ and the visual analogue scale o f stress in the 
Questionnaire for Relatives).
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4. Spouses who perceive their partner's injury and associated difficulties as being 
chronic (time line) will exhibit more psychological distress. (Evidence for this will be 
examined by the data from the IPQ, the GRIMS , the GHQ and the visual analogue 
scale o f stress in the Questionnaire for Relatives).
5. Spouses who perceive their partner's injury and associated difficulties as being 
unable to be cured/controlled will exhibit more psychological distress. (Evidence for 
this will be examined by the data from the IPQ, the GRIMS , the GHQ and the visual 
analogue scale of stress in the Questionnaire for Relatives).
3. RESULTS
3.1 Background Information
3.1.1 Rate o f Questionnaire Return
Ten individuals whose partners had suffered a TBI were identified via the Headway 
Support Group. Eight o f these (80%), having received the information sheet on the 
project, agreed to participate. A further ten partners o f TBI victims who were 
identified from referrals at the regional neurological centre were approached. Eight o f 
these (80%) agreed to participate. This gave a sample of 16.
3.1.2 Sex o f Participants
Ten of the sixteen participants (62.5%) were female.
3.1.3 Age o f Participants and Time Since Iniurv
RANGE MEDIAN
AGE
TIM E SINCE INJURY
29-69 years 
4 months - 20 years
36 years
5 years 6 months
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3.1.4 Cause of Injury
CAUSE NUMBER O F CASES PER CENT
Road Traffic Accidents 10 63%6
Other Accidents 3 19%
Industrial Accidents 1 6%
Unknown 2 12%
3.2 Measures o f Psychological Distress
3.2.1 General Health Questionnaire (GHQ)
The GHQ was scored as recommended. The higher the GHQ score the more 
distressed the respondent, with a maximum score o f 36. GHQ scores ranged from 5 to 
25 and were not normally distributed. Twelve o f the participants (75%) scored under 
16 which is the recommended cut off between cases and normals (Milne 1990). The 
median score was 13.
Histogram Showing The Distribution O f GHQ Scores
Std. Dev = 5.63 
Mean = 13.5 
N = 16.00
5.0 7.5 10.0 12.5 15.0 17.5 20.0 22.5 25.0
GHQ
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3.2.2 The Goiombok Rust Inventory of Marital State (GRIMS)
The GRIMS was scored as recommended. The higher the score the more dissatisfied a 
respondent is with their marriage, with a maximum score o f nine. GRIMS scores 
ranged from 1 to 9 and were not normally distributed. The scores are better 
represented by a bimodal distribution. Ten o f the participants (62.5%) scored 6 or 
above. Scores in this range indicate a degree o f dissatisfaction in a marriage ranging 
from ’poor’ to ’very severe problems’. The median GRIMS score was 6.
Histogram Showing The Distribution of GRIMS Scores
Std. Dev = 3.39 
Mean = 5.5 
N = 14.00
GRIMS
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3.2.3 Visual Analogue Scale o f Stress in the Questionnaire for Relatives.
The scores on this measure o f stress range from 1 to 10. Stress scores were negatively 
skewed. Fourteen of the participants (88%) scored 5 or more which is considered to 
be the high burden category (McKinlay et al, 1981). The median stress score was 8.5.
Histogram Showing The Distribution o f Stress Scores
Ü
§
I
Std. Dev = 2.24 
Mean = 7.9 
N= 16.00
3.0 4.0 5.0 6.0 7.0 8.0 9.0 10.0
STRESS
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3.3. Relationship between Illness Representations (Questionnaire for Relatives.
Illness Perception Questionnaire) and Psychological Distress (GHQ. GRIMS and 
Stress Measure)
Scores on the four variables from the IPQ and the two scores from the Questionnaire 
for Relatives were foimd not to be normally distributed. Correlations were therefore 
calculated using Spearman's Rank. This is recommended as an alternative to Pearson's 
Product Moment CoefiRcient when there are reservations regarding the nature o f the 
underlying scales o f measurement (Howell, 1992).
3.3.1 Hypothesis One: Relationship between nature o f consequences, emotional or 
physical, and psychological distress.
The correlations between the different nature o f the consequences of TBI and the 
different measures o f psychological distress can be seen below.
GHQ GRIMS STRESS MEASURE
Physical r = 0.32 r = 0.07 r = 0.11
Consequences p=0.23 p=0.80 p=0.70
n.s. n.s. n.s.
Emotional r = 0.38 r =  0.71 r = 0.71
Consequences p=1.58
n.s.
p = 0.003 p = 0.002
There is a significant relationship between spousal perceptions o f emotional 
consequences o f their partner's injury and psychological distress, as measured by the 
GRIMS and the visual analogue stress measure from the Questionnaire for Relatives. 
The correlation between the perception o f emotional consequences and the GHQ, 
although not reaching significance, does account for approximately 14% o f the 
variance. No significant relationships were found between spousal perceptions o f 
physical consequences of their partner's injury and psychological distress measured by 
any method.
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3.3.2 Hypothesis Two: Relationship between Spousal Perceptions o f Identity of 
Iniurv and Psychological Distress
The correlations between the identity score from the IPQ and the different measures 
of psychological distress can be seen below.
GHQ GRIMS STRESS MEASURE
Identity Score r = 0.61 r — 0.28 r = 0.33
p=0.01 p = 0.31 p = 0.22
n.s. n.s.
There is a significant relationship between spousal perceptions o f the identity of their 
partner’s injury and their psychological distress as measured by the GHQ. The more 
symptoms the injury is perceived as having, the higher the spouses score on the GHQ. 
The correlations between spousal perceptions o f the identity o f their partner's injury 
and the other two measures o f psychological distress did not reach significance, but 
the relative values are interesting given the small sample number.
3.3.3 Hypothesis Three: Relationship between Spousal Perceptions o f  Consequences 
o f Iniurv and Psychological Distress
The correlations between the consequence score from the IPQ and the different 
measures o f psychological distress can be seen below.
GHQ GRIMS STRESS MEASURE
Consequence Score r = 0.4863
p =  0.05
r = 0.1898
p = 0.50 
n.s.
r = 0.6187
p =  0.01
There is a significant relationship between spousal perceptions of the consequences o f 
their partner's injury and psychological distress as measured by both the GHQ and the 
visual analogue stress measure from the Questionnaire for Relatives. The more 
consequences perceived by the spouse the more psychological distress they exhibited.
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3.3.4 Hypothesis Four: Relationship between Spousal Perceptions of Time Line o f 
Injury and Psychological Distress
The correlations between the time line score from the IPQ and the different measures 
o f psychological distress can be seen below.
GHQ GRIM S STRESS MEASURE
Time line Score r = 0.38 r = 0.21 r = 0.31
p = 0.14 p = 0.45 p = 0.24
n.s. n.s. n.s.
There is no significant relationship between spousal perceptions o f the time line 
(chronicity) o f their partner’s injury and psychological distress as measured by any of 
the methods. However the relative values o f the correlations are interesting and may 
be clinically rather than statistically significant.
3.3.5 HM)othesis Five: Relationship between Spousal Perceptions o f Cure / 
Controllability o f Injury and Psychological Distress
The correlations between the cure/controllability score from the IPQ and the different 
measures o f psychological distress can be seen below.
GHQ GRIM S STRESS MEASURE
Controllability Score r = 0.12 r = 0.01 r = 0.14
p = 0.66 p = 0.97 p =  0.62
a s . a s . a s .
There is no relationship between spousal perceptions o f the controllability o f their 
partner’s injuiy and psychological distress using any o f the methods. The relative 
values of the correlations are not o f clinical interest. Small correlations could be due 
to a restricted range o f scores being used on the controllability dimension o f the IPQ. 
However the data does not indicate that this was the case.
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3.4 Exploratory Hierachial Cluster Analysis
Cluster analysis is an exploratory technique that classifies people into homogenous 
groups to find out how similar each individual is to each other. This was undergone to 
establish if there were any naturally occurring groups o f people in the sample in terms 
of their responses on the IPQ. The four scores; identity, time line, consequences and 
cure/controllability from the IPQ were transformed into z scores so that each variable 
carried equal weight. The dendrogram can be seen below.
Dendrogram showing groups formed via Hierachial Cluster Analysis
C A S E
Label Num
Case 6 6
Case 15 15
Case 14 14
Case 10 10
Case 16 16
Case 2 2
Case 3 3
CaseS 8
C ase? 7
Case II 11
Case 12 12
Case 4 4
Case 5 5
Case I 1
Case 9 9
Case 13 13
0 5 10 
-  + .
15
~ + -
20
~ + -
25
Two groups can be identified. The first group comprises o f three cases (6, 15 and 14) 
and a second group comprises o f six cases (10, 16, 2, 3, 8 and 7). The remaining cases 
can be viewed as outlying ones. This suggests that within this sample there are two 
naturally occurring groups.
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The table below shows the mean scores on the four scales o f the IPQ for the 
respondents in the two clusters identified .
IPQ DIMENSION MEAN SCORE FOR 
CLUSTER ONE (n=3)
MEAN SCORE FO R  
CLUSTER TW O (n=6)
Identity 933 733
Consequences A97 4.03
Time line 5.00 4.88
Cure / Control 190 3.12
Individuals in cluster one perceived their partner's injury as having more symptoms, 
more consequences and as more difficult to control/cure. The membership o f these 
clusters was validated against other variables measured within the study. This is 
shown in the table below.
VARIABLE MEAN SCORE FO R  
CLUSTER ONE
MEAN SCORE F O R  
CLUSTER TW O
Age 64 35
GHQ Score 193 12.5
Visual Analogue Stress 
Score
9.67 7.17
GRIMS Score 5.33 5.50
Time Since Injury 6 years 5 months 7 years 6 months
Individuals in cluster one had, on average, a higher degree of psychological distress as 
measured by the GHQ and visual analogue scale o f stress from the Questionnaire for 
Relatives. They were also older and their partner's injury was more recent.
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3.5 Summary O f Results
Significant relationships exist between spousal distress as measured by the visual 
analogue stress measure and the GRIMS and perceptions of the emotional 
consequences of a partner’s head injury. The correlation between spousal perceptions 
o f emotional consequences and the GHQ although not statistically significant was still 
never the less reasonably high to be o f clinical interest. A significant relationship was 
found between spousal perceptions o f the identity o f their partner's injury and 
psychological distress as measured by the GHQ. Significant relationships were also 
found between spousal perceptions o f the consequences o f their partner's injury and 
psychological distress as measured by both the GHQ and a visual analogue o f stress. 
No significant relationships were found between spousal perceptions o f timeline or 
cure/controllability o f their partner's injury and psychological distress. However the 
correlations between psychological distress and spousal perceptions o f the time line 
o f their partner's injury were high enough to be o f clinical interest. Exploratory cluster 
analysis suggests that naturally occurring groups exist in terms of participants' 
responses on the IPQ. Two groups were identified. Respondents in one cluster 
perceived their partner's injuiy more negatively than respondents in the other cluster. 
This group, on average, also experienced more psychological distress, had partners 
with more recent injuries and were older.
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4. DISCUSSION
4.1 Discussion and Interpretation o f Results
4.1.1 Background Information
The sex and age (assuming partners were of approximately the same age) o f the 
participants in the current study accurately reflect the incident rates reported in the 
literature (Wilier, Allen, Liss, Miriam and Zicht, 1991; Jennett and MacMillan, 1981). 
The majority of spouses were female and under 40. This indicates that the current 
sample can be viewed as fairly typical of this population.
4.1.2 Psychological Distress
Previous literature (Rosenbaum andNajenson, 1976; Kreutzer, Gervasio and 
Camplair, 1994) has indicated that being married to a TBI victim produces 
considerable burden. The results o f the present study are in partial agreement with 
this. The partners o f TBI victims showed significant psychological distress as shown 
on a measure o f marital satisfaction (GRIMS) and a visual analogue scale o f stress 
(from the Questionnaire for Relatives). Psychological distress as measured by 
affective symptoms (GHQ) was less severe. Only a quarter o f the sample could be 
considered as 'cases’. This is in agreement with Livingston, Brooks and Bond (1985) 
who, also using the GHQ, reported only mild mood disturbances in the spouses o f TBI 
victims. The data fi-om the visual analogue scale o f stress (Questionnaire for 
Relatives) is in agreement with McKinlay et al (1981), who reported levels o f stress 
on this scale to be skewed towards the high burden end. One possible reason for the 
discrepancy between measures of psychological distress is that the instructions on the 
GHQ request information only on recent symptoms. Time since injury and the present 
investigation varied greatly and respondents may have therefore been experiencing 
distress for some length o f time and had come to consider this as their normal state. In 
contrast the visual analogue stress measure enquires about stress that has been 
experienced at any time since injury.
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Scores on the measure o f marital satisfaction scale (GRIMS) in this study were 
skewed towards the higher end. This is difficult to compare with other studies due to 
a different questionnaire being used. However the results generally agree with Peters 
et al (1990); that the marital relationship is put under some degree o f strain. 
Individuals married to TBI victims experience psychological distress from the burden 
of living with such an individual. They also experience a high degree of 
dissatisfaction with their marriage.
4.1.3. Relationship between Illness Representations and Psychological Distress
Spousal perceptions of emotional consequences of their partner's injury were found to 
be significantly related to the psychological distress experienced by the uninjured 
spouse, as measured by two different methods (GRIMS and visual analogue scale of 
stress). Spousal perceptions o f physical consequences o f their partner's injury were 
not found to be significantly related to the psychological distress experienced by the 
uninjured spouse. This provides support for accepting experimental hypothesis one 
and also supports the earlier work o f Oddy, Humphrey and Uttley (1978) and 
McKinlay, Brooks and Bond (1981) who suggested that it is the severity o f emotional 
and behavioural change, rather than the physical changes in the patient, that 
contribute to spousal burden. In part this may be due to the fact that it is the 
psychosocial changes that are more longstanding (Panting and Merry, 1972) and so 
continue to contribute to psychological distress for longer after the initial injury. As 
noted by Oddy, Goughian, Tyerman and Jenkins (1985),. personality changes are one 
o f the most consistent features o f TBI and this may explain the significant 
relationships with measures of psychological distress. Physical symptoms on the other 
hand are more variable following TBI.
Two o f the measures that comprise Illness Representations, namely identity and 
consequences, as defined by Leventhal et al (1980; 1985), were found to be 
significantly related to at least one measure of psychological distress. This provides 
evidence for accepting experimental hypotheses two and three.
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The more symptoms and consequences perceived by the spouse, the more 
psychological distress they experience. Despite the fact that the effects o f a TBI can 
vary greatly and that a tremendous range o f effects can occur (Bond, 1984), the two 
dimensions, identity and consequences appear to contribute to how spouses react to 
such an injuiy.
A third relationship, between the time line (chronicity) of the injuiy and 
psychological distress, although not reaching statistical significance, was reasonably 
substantial. There is limited evidence to accept hypothesis four. The more chronie the 
partner viewed the injury, the more psychological distress they experienced. The lack 
o f a relationship between the cure/controllability dimension and psychological 
distress is disappointing. Hypothesis five cannot be accepted. Reasons for these 
relationships not reaching significant levels are unclear. The dimensions o f time line 
and cure/control implicate the long standing nature o f an illness/injuiy. It may be that 
relatives are unwilling to accept the permanence o f the injury and associated 
difficulties. A number o f authors (Romano, 1976, Lezak, 1986; Douglas, 1990) have 
reported on the significant part played by denial in relatives’ adjustment to a  TBI, and 
noted that this can continue even up to 15 years post injury. Denial may be preserved 
partly by initial improvements, particularly in physical symptoms (Panting and Merry, 
1972). Relatives are left hoping for similar improvements in other areas o f 
functioning. Romano (1976) commented on how little is known about the duration, 
sequence and characteristics o f denial in this population. However denial does seem 
to play a significant role. Denial may be partly prolonged due to the fact that few 
people have had any previous experience with chronic illnesses/injuries. Individuals 
inherently expect loved ones to recover from illnesses as they have in the past. It may 
be especially difficult to acknowledge the permanence o f a TBI in view o f the fact 
that there may be few observable physical symptoms and that these usually improve 
in the early stages o f recovery. Livingston, Brooks and Bond (1985) reported that 
relatives were frequently unaware that cognitive and social difficulties improve more 
slowly than physical difficulties. Indeed in the earlier study by Panting and Merry 
(1972), relatives actually complained about lack o f information, especially regarding 
the prognosis of emotional sequelae.
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Lack o f information may also contribute to spouses being unable to perceive their 
partners' difficulties as permanent. Brooks (1984) observ^ed that relatives' perceptions 
of injury were often worse at five years than one year post injury and so it may be that 
illness representations take time to evolve. They may change considerably throughout 
the course o f recovery, and the permanence o f the injury may not be acknowledged 
until the rate of improvement has reached a plateau.
The lack o f significant relationships for the dimensions of time line and 
cure/controllability may also in part be due to the fact that the EPQ was not designed 
to measure illness representations of TBI. It was designed following research with 
diseases such as diabetes and arthritis (Leventhal and Nerenz, 1985) that 
fundamentally have a more physical basis and more predictable course. Consequently 
the IPQ does not address many o f the potential changes that Bond (1984) has outlined 
including an impaired capacity for social perceptiveness, an impaired capacity for 
control and self regulation, stimulus bound behaviour and increased dependency, 
emotional changes, and an inabilit}^ to learn from social experience. In addition there 
are often marked decreases in overall cognitive power, particularly in the areas o f 
learning, memory and speed. Weinman, Petrie, Moss-Morris and Home (1996) do 
suggest that researchers may wash to amend the IPQ to include items that are 
pertinent to specific illnesses or patient groups. Open and semi-structured interviews 
with partners of TBI victims would provide qualitative information, which may 
facilitate a deeper understanding o f spousal representations o f their partner's illness 
and help in the development of an IPQ to measure injury representations for this 
population. The Questionnaire for Relatives was designed specifically for this 
population and so incorporation of some o f the items from this measure may also be 
appropriate.
The exploratory analysis suggest that there may be naturally occurring groups o f 
people in terms of their responses on the IPQ. Respondents in one cluster perceived 
their partner’s injury as more negative. These individuals exhibited more 
psychological distress, tended to be older and their partner's injuries tended to be 
more recent.
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This supports the findings o f Oddy et al (1978) that time since injury may be a 
predictor o f psychological distress in family members It also suggests that the age of 
the uninjured spouse may play a part. Therefore it appears that Leventhal's (1984) 
model of Illness Representations may have some applicability to spousal adaptation to 
a partner's TBI. This is especially relevant in view of the fact that significant 
relationships were found with such a small sample number. However the limitations 
o f the current IPQ are also highlighted. It demonstrates the reasons for most 
researchers designing their own measures when investigating this population.
It seems that psychological distress due to partner's appraisal o f injury is manifested 
most often in affective symptoms. The GHQ was the measure o f psychological 
distress that was most often significantly correlated to measures of Illness 
Representations. The GHQ measures anxiety and depression (Bowling, 1994) and the 
longer versions o f the GHQ not only allow these symptoms to be scored separately 
but are also known to be more sensitive. The use o f the shortest version of the GHQ 
may have limited the results in this investigation. In contrast the measure o f marital 
satisfaction (GRIMS) was not significantly related to any measure of Illness 
Representations. It was correlated with spousal perceptions o f emotional 
consequences as measured by the Questionnaire for Relatives. This substantiates the 
view that in order to be used with this population the IPQ needs to be revised. It is 
also possible that the marital dissatisfaction experienced is caused by factors other 
than spousal perception o f injury. A number o f these factors were identified in the 
author's earlier literature review. One o f these is dissatisfaction with sexual 
relationships (Blackerby, 1987; Zasler and Horn, 1990). It has been reported (Garden 
et al, 1990) that intercourse frequency decreases witWn a marriage following one 
partner suffering a TBI. Loneliness (Lezak, 1978; Kozloff, 1987) may also contribute 
to marital dissatisfaction. This may be especially because o f the unusual position in 
which the uninjured spouse is left. They no longer have a partner with whom to enjoy 
activities, but are not free to seek out other companions as they are still married. A 
final possibility is that the dissatisfaction with the marriage was present before the 
injury and that the injury has prevented problems being addressed.
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The uninjured spouse now feels such a sense o f guilt and duty that they are unable to 
divorce their partners with a clear conscience (Lezak, 1986).
4.2 Implications for a Theoretical Model o f Spousal Adaptation to a Partner* s TBI
This study suggests that Illness Representations and the wider framework of 
transactional theory o f stress and coping may help to provide a framework in 
understanding individual differences in spousal adaptation. This is not surprising 
considering that it is has been found to be related to successful adjustment to other 
illnesses (Cox and Gonder-Frederick, 1992). It seems that Illness Representations 
contribute to the cognitive appraisal o f an event within Lazarus and Folkman* s model 
(1984). However Illness Representations clearly do not account for all o f the variance 
in individual differences in spousal adaptation to TBI. Future studies need to address 
the relative contribution of illness representations and other variables to psychological 
distress. The exploratory analysis indicates that partners’ illness representations may 
be associated with age and time since injuiy. Other variables not measured in this 
study may also be refleeted in illness representations. A number of possibilities have 
already been highlighted including personality traits o f  the uninjured partner. Detmey 
and Frisch (1981) suggest that more neurotic partners view the injury as more severe 
than reality. Alternatively the groups may represent differences in the other mediating 
variables identified within the transactional theory o f stress (Lazarus and Folkman, 
1984). These mediating variables include coping strategies and social support 
available. Indeed coping strategies have been conceptualised as either one of two 
types; emotion regulation or problem solving (Coyne and Lazarus, 1980). The two 
groups identified by the cluster analysis may reflect the two identified differences in 
coping strategies or alternatively family size. A larger scale study in which the 
relative contribution o f a variety of factors, including age and sex of the spouse, 
personality and coping style, number of years married, time since injury, perception 
of their partner’s injury and so forth would allow the development o f a comprehensive 
theoretical model.
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4.3 Implications for Therapeutic Interventions
As it is usually the significant other that provides the main source o f care and support 
for TBI victims it is important that the whole family is considered during 
rehabilitation. If  further knowledge can be gained about Illness Representations and 
how they develop in spouses o f partners with TBI then this may influence the design 
o f future rehabilitation programmes. It is important to understand how psychosocial 
difficulties develop so that this knowledge can be incorporated into the planning of 
co-ordinated rehabilitation. Understanding the psychology of subgroups identified can 
help in designing effective treatment programmes. Relatives support groups are 
becoming more popular in many different aspects o f family management. Besides 
providing support, these groups can inform and an element o f therapy can be 
incorporated into the group for the relative (Livingston, 1987). I f  information on the 
likely prognosis and course o f TBI sequelae was more readily available to relatives 
they may perceive their partner's injury differently. However a note o f caution is 
needed here in that it may be important for relatives to go through a stage o f denial. If 
this is the case then care needs to be taken that information is provided at the 
appropriate time in an individual's adaptation to such an event. The long-term 
adjustment of a TBI victim and their spouse may be based on their ability to 
reinterpret the injury from a devastating experience into a more benign one. In this 
respect information and preparation for possible consequences provided at the 
appropriate time seem to be critical.
4.4 Methodological Limitations to the Present Studv
Certain restrictions apply to the interpretation o f these results. One issue o f primary 
importance concerns the selection o f the sample. The participants were all volunteers 
and half attended a support group o f a local head injury association. Families who 
continue to participate in head injury association activities some time after an injury 
may be those needing a greater deal o f support, owing to continued problems of 
cognitive or behavioural disturbance. Alternatively a sample attending head injuiy 
association activities may be those who are coping relatively well.
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A  sample drawn from those other than volunteers would allow comparison o f results 
with those of the present study.
Similarly the inclusion of only married couples limits the generalisability o f this 
study. Wood and Yurdakul (1997) report that 50% of couples, one of whom has 
experienced TBI, divorce or separate. The effect o f including only married couples in 
the present study is uncertain. Spouses who remain married may be those with a 
higher ability to cope with stressful life events and therefore may perceive injuries 
differently and also be exhibiting less psychological distress than those who elect to 
leave. Alternatively married couples volunteering to take part in research may be 
those experiencing a decreasing ability to cope. Regardless o f how these sampling 
issues have affected the present results, the findings may be limited to those who 
remain in a marital relationship.
In addition to the above factors there is always the possibility that despite the 
anonymity of questionnaires, participants were responding in a socially desirable way. 
For example they may have been unwilling to reveal dissatisfaction with their 
marriage or feeling unable to cope. There was also no way of knowing how 
pre-trauma factors were influencing the results or what resources the couples had 
used to provide them with support between the time of the injury and the time o f the 
study.
Finally this study shares the limitations o f all correlational designs. Correlations 
between variables, however strong, can only indicate that there is a relationship 
between two factors. There is no way o f knowing which variable caused the other to 
exist or if  both variables are caused by a third unidentified variable. It is assumed that 
it is the changes in the patient that are the source o f stress. However it may be that an 
individual under stress will perceive changes more severely than they actually are. 
Future studies could address this issue by employing prospective and cross-sectional 
designs.
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4.5 Conclusion
This study provides evidence that Illness Representations may be able to contribute to 
the development of a theoretical model of spousal adaptation to TBI. However an 
appropriate measure of illness representations for TBI families needs to be developed. 
Explanations of family and spousal outcome following TBI is inherently complex. 
Many factors contribute to the health and well being of a spouse following such an 
event. Future research needs first to focus on the relative contribution o f this large 
variety o f factors that help predict outcome. This could be achieved by measuring a 
number o f variables such as illness representations, coping styles, personality o f the 
spouse and so forth and using multiple regression techniques to establish the relative 
contribution o f each to a number o f changes in the spouse. The development o f such 
a model would in turn facilitate the development and evaluation o f rehabilitation 
programmes.
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8 May, 1997 Universitv
o f  Surrey
Ms H Liddiard 
Psychology
Dear Ms Liddiard
Research to examine the relationship between illness perceptions and stress for 
partners o f Traumatic Brain Injury Victims (ACE/97/14/Psych)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent information supplied, and has approved it on the 
understanding that the Ethics Guidelines are observed.
This letter of approval relates only to the study specified in your research protocol 
(ACE/97/14/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). I enclose a copy of the Ethics Guidelines for your information.
Yours sincerely
Sarah Bryan 
Assistant Registrar
Secretary, Advisory Committee on Ethics 
cc Professor L J King, Chairman, ACE
T he Registry 
University o f  Surrey 
Guildford 
Surrey GU2 5XH  
England
T elephone; (01483) 300800  
F a x :(01483) 300803  
Telex: 859331
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School of Human Sciences 
Department of Psychology
University o f  Surrey 
Guildford 
Surrey G U2 5XH
University 
o f  Surrey
Research to examine the relationship between illness perceptions and stress for 
partners o f  Traumatic Brain Injury victims
Information Sheet for Participants
The literature on the effects of head injury on marital relationships has highlighted 
that there are individual variations in how stressful uninjured partners find the 
experience.
Some of the variations may be explained by the gender of the uninjured partner, the 
time since the injury and the number of years married. However these factors do not 
account for all the variations reported by the uninjured partners.
It is believed from the literature on some other disabilities that the perceptions the 
healthy person has about their partner’s disability may effect the stress that they 
experience.
This project is investigating whether this same relationship occurs when one partner 
of a couple has a head injury.
The study will involve completing a number of questionnaires.
Two of the questionnaires look at the physical, behavioural and other changes that 
have occurred in your partner following their head injury, and the consequences these 
have had on both of your lives.
A third questionnaire examines your present general health and a fourth questionnaire 
looks at your marital relationship.
INFORMATION WILL BE STRICTLY CONFIDENTIAL
THERE IS NO NEED TO PUT YOUR NAME ON ANY OF THE 
QUESTIONNAIRES
University Telephone No: (+44) 01483  300800
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School of Human Sciences 
Department of Psychology
University o f  Surrey 
Guildford 
Surrey G U2 5XH
University 
o f  Surrey
Research to examine the relationship between illness perceptions and stress for 
partners o f Traumatic Brain Injury victims
Consent Form
I(name)......
of(address).
have read and understood the "Information for Participants" which describes the 
research project and have been given a copy of this to keep.
I understand that I am entering this project of my own free will and am free to 
withdraw from this study at any time without necessarily giving any reasons, and 
without prejudice to my paitnefs care.
I understand that all information for the study will remain confidential
Signed.
University Telephone No; (+44) 01483  300800
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UVDS
C U T S  AND ST THOMAS’S 
MEDICAL AND DENTAL SCHOOL
Division of P sych ia try  
and P sy ch o io g y
GUY s  HOSPITAL 
LONDON BRIDGE
27 March 1997 l o n d o n  s e i  a r t
TELEPHONE: 0171 9 55  5000
HeatherLiddiard
147 Homlbury Grove
Featherbed Lane P ro lesso r JA W elnman BA pno FBPsS
SURREY Exi. 5431
Dear Heather 
Re: EPQ
In reply to your recent letter, I am happy for your to change the wording of the IPQ for your study.
We do not have any psychometric data available on the spouse version but there should be some from 
a study of heart attack patients’ partners. Also Roshan McCIenahan has been investigating carers of 
stroke patients and should have some psychometric data available soon.
I look forward to hearing more about your study as it progresses.
Yours sincerely
Professor J.A. Weinman
UNITED MEDICAL AND DENTAL SCHOOLS 
OF GUY S AND ST THOMAS'S HOSPITALS
UNIVSRSnV OF LONDON
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17A MAIN STREET, BALERNO, EDINBURGH EH14 7EQ 
TEL 0131 4SI 5265 FAX 0131 448 6158 
«-mall: m ckln lB y_balerno<^com pua«rv«.com
Sarah Wilson
DeparCmenC of Psychology
University of Surrey
Guildford
SURREY
GU2 5XH
C h w t* < * d  Pw yctvotooW
OWcW P»ycf>otogy FkxrW Oi^Hon
CfwWn# Pwck##4ng 
OccvpmfkyW Thefpy KlnWfl Oaflowmy 
Loo—
Mtch**# Boooay 
KafW Thom«oo
T«ykx 
F ion a W a d d ell
Ntoola Richarde
PvjrchoiogM 
Anna Wadde#
25 July 1997
Dear Sarah
Thank you for your faxed message of 22 July 1997. I would 
confirm that I would again be happy for the clinical trainee to 
use the questionnaire^to make copies, etc, as usual on the basis 
of referencing the source in any publications.
I am afraid there is no scoring scheme. It is something that we 
are at the present time looking to develop in conjunction with 
a reliability study but I am afraid I would not like to give any 
undertakings as to when this is likely to be completed.
Yours sincerely
Dr WILLIAM W McKINLAY 
Chartered Psychologist
PSYCHOLOGICAL & RELATED SERVICES - CASE MANAGEMENT -  ASSESSM ENT IN PERSONAL INJURY - RESEARCH & DATABASE CONSULTANi
Oif»ctoa: W W McKlotay. R E WetdnWY RegWmmd «Ac#: IT# Main ObaM. Balamo, Edinburgh EMM 7EQ BegWered In Soodand. No 10B
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Illness Perception Questionnaire (Spouse/Partner)
Weinman, Petrie, Moss-Morris and Home, 1996.
Questionnaire for Relatives
McKinlay, Brooks, Bond et al, 1981
General Health Questionnaire
Goldberg, 1972
The Golombok Rust Inventory of Marital State
Rust, Bennun, Croew and Golombok, 1988
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Illness Perception Questionnaire
(Spouse/ Partner)
Please indicate how much you think that the following symptoms/ difficulties are due 
to your spouse/ partner's injuiy.
SYMPTOM ALL THE TIME FREQUENTLY OCCASIONALLY NEVER
Pain
Nausea
Breathlessness
Weight Loss
Fatigue
Stiff Joints
Sore eyes
Headaches
Upset Stomach
Sleep difficulties
Dizziness
Loss o f strength
We are interested in your own personal views o f how you see your spouse/ partner's 
injury and associated difficulties. Please indicate how mucKyou agree or disagree 
with the following statements about your spouse/partners's injury and associated 
difficulties by ticking the appropriate box for each item.
VIEWS ABOUT YOUR 
PARTNER'S INJURY
Strongly
agree
Agree Neither 
agree nor 
disagree
Disagree Strongly
disagree
A germ o f virus caused 
my partners injuiy
Diet played a major role 
in causing my partner's 
injury
Pollution o f the 
environment caused my 
partner's injuiy
My partner's injury is 
hereditary-it runs in 
his/her family
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VIEWS ABOUT YOUR 
PARTNER'S INJURY
Strongly
agree
Agree Neither 
agree nor 
disagree
Disagree Strongly
disagree
It was just by chance that 
my partner was injured
Stress was a major factor 
in causing my partner’s 
injury
My partner's injury was 
largely due to his/her 
behaviour
Other people played a 
major role in causing my 
partner’s injuiy
My partner's injury was 
caused by poor medical 
care in the past
My partner's state of 
mind played a major part 
in causing his/her injury
My partner's difficulties 
will last a short time
My partner's difficulties 
are likely to be 
permanent rather than 
temporary
My partner’s difficulties 
will last for a long time
My partner's injury is a 
serious condition
My partner's injury has 
had major consequences 
on his/her life
My partner’s difficulties 
have become easier to 
live with
My partner's injury has 
not had much effect on 
his/her life
My partner's injury has 
strongly affected the way 
others see him/her
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VIEWS ABOUT YOUR 
PARTNER'S INJURY
Strongly
agree
Agree Neither 
agree nor 
disagree
Disagree Strongly
disagree
My partner's injury has 
serious economic and 
financial consequences
My partner's illness has 
strongly affected the way 
I see him/her as a person
My partner's difficulties 
will improve with time
There is a lot which my 
partner can do to control 
his/her difficulties
There is very little that 
can be done to improve 
my partner's difficulties
Treatment will be 
effective in curing my 
partner's difficulties
My partner's recovery 
from his/her injury is 
largely dependent on 
chance or fate
What my partner does 
can determine whether 
his/her difficulties get 
better or worse
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QUESTIONNAIRE FOR RELATIVES
The questions which follow are about the injured person's health compared to his/her 
health before the injuiy
DOES THE INJURED PERSON SUFFER FROM 
(For each question circle the answer which applies)
Poor vision No change Much worse 
since injury
Rather worse 
since injury
Poor hearing No change Much worse 
since injury
Rather worse 
since injury
Poor sense
of taste No change Much worse 
since injuiy
Rather worse 
since injury
Poor sense
of smell No change Much worse 
since injuiy
Rather worse 
since injuiy
Poor balance No change Much worse 
since injury
Rather worse 
since injury
Dizzy spells No change Much worse 
since injuiy
Rather worse 
since injury
Headaches No change Much worse 
since injury
Rather worse 
since injuiy
Tiredness No change Much worse 
since injury
Rather worse 
since injury
Difficulty
sleeping No change 
or disturbed sleep
Much worse 
since injury
Rather worse 
since injury
Slowness No change Much worse 
since injury
Rather worse 
since injury
Tension
or anxiety No change Much worse 
since injury
Rather worse 
since injury
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Impatience No change
Finds noise 
distressing No change
Irritability No change
Outbursts
of temper No change
Much worse 
since injury
Much worse 
since injury
Much worse 
since injuiy
Much worse 
since injuiy
Rather worse 
since injury
Rather worse 
since injury
Rather worse 
since injury
Rather worse 
since injuiy
Outbursts
of violence No change Much worse 
since injury
Rather worse 
since injury
Difficulty speaking 
(slurred speech 
/stammer) No change
Difficulty 
finding the
right word No change
Difficulty
understanding
what words No change
mean
NOT due
to poor hearing
Much worse 
since injuiy
Much worse 
since injury
Much worse 
since injury
Rather worse 
since injury
Rather worse 
since injury
Rather worse 
since injury
Poor No change 
concentration
Much worse 
since injury
Rather worse 
since injury
Depression No change
ChildishnessNo change
Much worse 
since injury
Much worse 
since injury
Rather worse 
since injury
Rather worse 
since injury
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5>uaaeti
changes No change Much worse Rather worse
in mood since injury since injury
(Please tick one answer to each question)
Has the person’s personality changed as a resuit of injury?
Has the person become more passive, ’not bothered’, or has he/she less drive?
No To some extent Very much so
Is the person’s memory worse than before the injury?
Rather worse
i f  the person’s memory is worse please answ er these questions by ticking ’’yes’ 
or ” no”
Does the person forget the names of acquaintances? yes no
lioes the person mislay things? yes   no
Does the person fai! to recognise faces or places?
lioes tne person lorget tnings you ten nim /nerr yes   no
Does the person forget w h a t day  it is? yes no
Does the per sou get lost if out aioue? yes   no
Has the person suffered any fits since discharge from hospital ? (Please tick one 
answer)
Never _____ Occcisional Regular
Research Chapter: Small Scale Research Project
Does the person need to take tablets to prevent fits?
Y es___________  N o ______________
As a result of the injury is the person disabled to the extent that stick, crutches, 
wheelchair etc. are needed to get about by HEMSELF/HERSELF?
Fully independent; no aids and no difficulty getting about_______________
Gets about without aids but with some difficulty____________________
Needs aid
Confined to wheelchair, can move self in it 
Confined to wheelchair, needs to be pushed 
Confined to bed
Has the person’s sex life changed since injury?
Not adversely affected____________________
Adversely affected__________ __ _______
Don’t know ______________________
Is the person independent in self care (washing, dressing)?
No change due to injury_________________
Needs more help__________________
Needs a lot more help_________________
Does the person need supervision outdoors?
No change due to injury_________________
Needs more help__________________
Needs a lot more help_________________
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Does the person need supervision indoors?
No change due to injury_________________
Needs more help__________________
Needs a lot more help_________________
Is the person attending any out-patient clinics?
Y es_______________ N o ______________
What is the person’s NORMAL line of employment?
Please state______________________________________
Just before the injury what was the person’s work status?
Working full tim e_______________
Working part-time_______________
Housewife_________________
Student_________________
Retired
Unemployed
Unable to work
Please describe briefly the person’s PRESENT occupation (if any)?
Please state _________________
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At the present time what is the person's work status?
Working full tim e______________ _
Working part tim e_______________
Housewife_________________
Student_________________
Retired_________________
Unemployed_______________
Unable to work
Do you think the person’s future employment prospects have been affected by the 
injury?
Not affected
Affected to some extent 
Very much worse_____
Has the person’s leisure and social life been changed since injury?
Little or no change___________________
Rather worse since injury________________
Much worse since injury_______ ___________
Who was to blame for the injury?
Person’s own fault
Another person(s) was to blame 
Not known
Other - please describe
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Has there been / will there be an action for compensation?
Yes No
Is this settled?
Yes No
How much strain have you yourself been under as a result of the injury?
0 _____ 1_____ 2 _ ___ 3 4 5_____ 6_____7 _____ 8 _____ 9 _____ 10
No strain Severe strain
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The Golombok Rust Inventory of 
Marital State (GRIMS) Questionnaire
g »
B e fo re  b e g in n in a  the  q u e s tio n n a ire , p le a s e  c o m p le te  th is  s ec tio n  in  b lo c k  c a p ita ls
M l ( \ 'NAME;
DATE:
SEX;.
AGE (Years); ...................  LENGTH OF RELATIONSHIP;.. ...................... Y ears . Months
NAM E O F PA R T N E R :
y
/ y
1. My partner is usually sen sitive  to and aw are of m y n e e d s ........................ so D A SA
2. 1 really appreciate m y partner’s  s e n s e  of h u m o u r .......................................... so D A SA
Instructions 3 . My partner d o e sn ’t s e e m  to listen to m e  an y  m o r e ...................................... SD D A SA
cacn siatem eni is followed b y  a series 4 . My partner h as never b een  disloyal to m e ........................................................ SD D A SA
ol possibta responses: strongly disagree  
(SO), disagree (0). agree (A), strongly
5. 1 would b e  willing to g ive up m y friends if it m ean t
saving our re la tion sh ip .............................................................................................. SD D A SA
agree (SA). R ead  each sta tem en t 
carefully and decide which response 6. 1 am  dissatisfied  with our re la tion sh ip .................................................................... SD D A SA
Best desc'ibes how you fee l about your 7. 1 w ish my partner w a s  n ot s o  lazy and didn’t k e e p  putting things o f f . . SD D A SA
relationship with your paaner; then circle 
the corresponding response. 8. 1 so m etim es (eel lonely ev en  w h en  1 am  with m y p a r tn e r .......................... SD D A SA
Please respond to every statem ent: it 
none o f the responses s e e m  completely
9. If my partner left m e life would not b e  worth l iv in g .................................... . SD D A SA
10. W e can  ’a gree  to d isa g ree ’ with e a c h  o t h e r ................................................... . SD D A SA
accurate, circle the o ne  which you feel 
is m ost aopropriate. Do not sp en d  too
11. It is u s e le s s  carrying on  with a  m arriage b eyon d
a  certain p o in t ................................................................................................. - . . . . . SO D A SA
long on each question.
12. W e txjth s e e m  to like the sa m e  th in g s ............................................. ................. . SD D A SA
Please answer this questionnaire without
13. 1 find it difficult to sh o w  m y partner that 1 am  feelin g  affectionate . .  . . SO n A SAdiscussing any o( the sfaremenis with 
your partner. In order tor us to obtain 14. 1 never have seco n d  thoughts about our relationship S D D A SA
valid information it is important lor 
you to be as  honest and  as  accurate
15. 1 enjoy just sitting and talking with my p a r tn er ............................................. SD D A SA
as possible. 16. 1 find the id ea  of sp end ing  the rest of m y life with
my partner rather b o r in g ......................................................................................... . SD D A SA
Alt in form ation will b e  trea ted  In the  
s tr ic te s t confidence. 17, There is alw ays plenty of 'give and take’ in our r e la t io n sh ip .................. . SD D A SA
18. W e b eco m e  com petitive w h en  w e  h ave  to m ake d e c i s i o n s .................. . S D 0 A SA
19. 1 no longer feel 1 can  really trust m y p a r tn er ................................................... . SD 0 A SA
20. Our relationship is still full of joy and e x c ite m e n t .......................................... . SO D A SA
. 2 1 .  O n e of u s is continually talking and the other is u su a lly  s i l e n t ............ . SO D A SA
22. Our relationship is continually e v o lv in g ............................................................... . S D D A SA
2 3. Marriage is really m ore about security and m on ey  than about love . . SO D A SA
24. 1 wish there w a s  m ore vrarmth and affection b e tw een  u s ......................... . SD 0 A SA
25. 1 am  totally comm itted to my relationship with m y p a r tn e r ..................... . S D D A SA
26. Our relationship is  so m etim es strained b e c a u s e  m y partner
is  alw ays correcting m e ...................................................................................... D A SA
27 . 1 su sp e c t w e  m ay b e  on  the brink of se p a r a tio n ....................................... . . SD D A SA
28. W e can  alw ays m ake up quickly after an a r g u m e n t.............................. . . SD 0 A SA
Ti'.e Golom bok Rust Invento ry  o f M a rita l S ta te  (G R IM S ) is ®  R u st. B en n un , C row e and  G o lo m b o k  (1 9 8 8 ), pub lish ed  
by NFER-N ELSO N. R ep rod u ced  with th e kind perm ission  of th e  authors.
Ti!:s m easu re  is part o( A ssessm ent: A  M e n ta l Health  Portfolio, ed ited  by Derek M ilne. O n c e  ttie in v o ice  h a s  b e e n  
oaid. ii m ay b e  p h o to co p ied  (or u s e  w ith in  th e  p u r c h a s in g  In stitu tio n  o n ly . P u b lish ed  b y  T h e  N FER -N ELSO N  
P u b l i s h in g  C om pany Ltd. Oarville H o u se . 2  Oxford R oad  E ast. W indsor. Berkshire SL 4 ID F . UK. C o d e  4 9 0 0  0 5  4
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The 
General Health 
Questionnaire
NFER IZi
G H Q - 3 2
Please read th is  care fu lly .
W e should like to know if you have had any medical complaints and how your health has been in general, o v e r  
th e  la s t  f e w  w e e k s .  Please answer ALL the questions simply by underlining the ansv/er which you think most 
nearly applies to you. Rem em ber that we want to know about present and recent complaints, not those that 
you had in the past.
It is important that you try to answer ALL the questions.
Thank you very much for your co-operation.
kJKvClient’s n a m e ......................."x. !   Date
HAVE YOU RECENTLY;
1 -  b e e n  a b le  to  c o n c e n tr a t e Better S a m e L e s s M uch le s s
o n  w h a te v e r  
y o u 'r e  d o in g ?
th an  u su a l a s  u su a l th a n  u su a ' than  u su a l
2 -  lo s t  m u c h  s le e p Not N o m ore R ather m ore f /u c h  m ore
o v e r  w o r r y ? at all than usu a l th a n  u su a l than  u su a l
3 -  fe lt th a t  y o u  a r e  p la y in g  a M ore s o S a m e L e s s  usefu l fvluch le s s
u s e lu l  part In t h in g s ? th an  usu a l a s  u su a l th a n  u su a l u se lu l
4 -  felt c a p a b le  o f  m a k in g M ore s o S a m e L e s s  so fvluch l e s s
d e c i s i o n s  a b o u t  t h in g s ? than  u su a l a s  u su a l th a n  usual ca p a b le
5 -  fe ll c o n s ta n t ly N ol No m ore Rathe-' m ore tvtuch m ore
u n d er  s tr a in ? at all than u su a l th an  u su a l than u su a l
5 -  fe lt y o u  c o u ld n ’t Not N o m ore R ath eu m ore tvtuch m ore
fd o v e r c o m e  y o u r  
d if f ic u lt ie s ?
at all than u su a l t-han u su a l than u su a l
7 -  b e e n  a b le  to  e n jo y M ore s o S a m e L e s s  s o tvtuch le s s
y o u r  n o r m a l d a y - to -d a y  
a c t iv i t ie s ?
th an  u su a l a s  u su a l than u sua l tnan u su a l
8 -  b e e n  a b le  to  f a c e  u p  to M ore s o S a m e L e s s  ab le f.tuch l e s s
y o u r  p r o b le m s ? than  u su a l a s  u su a l than  u sua' able
S -  b e e n  f e e l in g  u n h a p p y  a n d N ot N o m ore R ather mo^e f.tuch m ore
■: d e p r e s s e d ? at all than u su a l th an  u sual than u su a l
i 10 -  b e e n  lo s in g  c o n f id e n c e  in N ot N o more. R ather m ore f.tuch m ore
y o u r s e lf? at all than u su a l than  u sual than usu a l
11 -  b e e n  th in k in g  o f y o u r s e lf N ot t'lo m ore R ather m ore f.tuch m ore
a s  a v /o r t h le s s  p e r s o n ? at all than u su a l than  usua' m an u su a l
12 -  b e e n  f e e l in g  r e a s o n a b ly M ore s o About s a m e L e s s  s o f.tuch l e s s
h a p p y , all th in g s  
c o n s id e r e d ?
than  u su a l a s  u su a l th an  usual t.no.n u su a l
C op yrigh t D a v id  G o ld b e r g . 1 9 7 6
m e a s u r e  is  p a n  o! A s s a s s m e n ! :  A l / c n t n l  H o a U h  Por.'/o.'.o. e d ite d  b y  D e r e k  f/,i'n e  
t; s  bce.'i p a id , it m a y  b e  p h o to c o p ie d  tor u s e  w it ii in  ( t ie  p u r c h a s i n g  in s t i t u t io n  o n ly
uDks’iod  b y  T h e  N F E R -N E L S O N  P u tilis ii in g  C o m p a n y  Ltd.
.'arviila t -lo u se . 2  O xford  R o a d  E a s t .  W in d so r . B erk sh ire  S L 4  iD F . UK. .:.:o 0.
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LARGE SCALE RESEARCH
Neuropsychological deficits following opiate addiction
Completed in Year 3
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ABSTRACT
Previous research examining neuropsychological functioning following opiate abuse 
has produced contradictory findings and the effects o f long term opiate abuse on 
cognition remain unclear. The present study examined the effects o f both previous 
and present use of opiates on cognitive functioning using a range of neuro­
psychological tests including tests o f memory, attention and general intellectual 
functioning. The study compared the performance o f three groups o f individuals; 
fourteen individuals receiving methadone maintenance treatment, sixteen individuals 
who had previously been dependent on opiates but who were currently in residential 
rehabilitation and ten individuals who did not have a history o f drug dependency but 
who were receiving psychological services for pain.
Differences between groups were observed for performance on one neuro­
psychological test (word fluency) and significant differences in the number o f 
individuals in each group exhibiting impairments on some neuropsychological tests 
were also observed. The clinical and theoretical implications o f these findings are 
discussed as well as suggestions for future research.
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1. INTRODUCTION
1 ■ 1 Neurotoxicity
It is now recognised that many substances are neurotoxic to the nervous system and 
its neurological functions (Hartman, 1995). A substance is considered neurotoxic 
when it produces an "adverse change in the structure or function o f the nervous 
system following exposure to that agent" (Office of Technology Assessment, 1990; 
cited in Hartman, 1991). Neurotoxic substances can be chemically manufactured, 
such as solvents, or may be naturally occurring substances such as certain metals, for 
example, lead. Neurotoxic exposure can occur following a variety o f situations 
including contact with neurotoxins in the workplace, through use o f prescribed 
medications, via foodstuffs or from voluntary substance abuse (Hartman, 1995).
Research into and clinical work with individuals who have been exposed to 
neurotoxins is steadily increasing. Neuropsychologists contribute to the understanding 
of this complex area via quantified analysis o f behaviour, cognition and affect 
(Spencer, 1990) and exploring changes that occur under the influence o f certain 
substances (Richelle, 1983). Lezak (1984) considers neuropsychological assessment 
as one o f the most sensitive means o f examining the effects o f toxic exposure. The 
methods employed in the neuropsychological assessment of exposure to toxic 
substances have developed over the last forty years from research carried out in other 
areas, including mental testing, clinical and experimental psychology, behavioural 
neurology and psychiatry (Hartman, 1995). During this time several different 
approaches to neuropsychological testing have evolved. These include standardised 
batteries such as the Halstead-Reitan or Luria-Nebraska batteries, flexible batteries, 
the components o f which have been developed separately, and performance testing 
that has analysed changes in cognition due to the presence o f acute stressors such as 
heat or cold (Hartman, 1995).
1.2 The Principles of Neurotoxic Damage
Neurotoxic substances influence behaviour, cognition and affect via biochemical, 
structural and functional interactions on the human being (Spencer, 1990).
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Damage can occur directly from the toxic injury to neurons in the brain, or from 
secondary damage to other systems in the body such as the pulmonary or the renal 
system, which will also result in neuropsychological dysfunction (Tarter, Edwards 
and Van Thiel, 1988). In addition it has been proposed that 'silent' injury can exist 
which accumulates over many months and years. These injuries may not be apparent 
in everyday life but may only be apparent on specialised neurological or neuro­
psychological tests, until they develop into clinical syndromes many years later 
(Caine, 1991; Reuhl, 1991). Spencer (1990) suggests that neurotoxic damage can 
occur due to interference with neurotransmitter systems and/or structural breakdowms 
in the dendrites or axons. The amount o f neurotoxic damage varies with the exact 
nature of the toxic substance and the amount o f exposure that occurs (Hartman,
1995).
1.3 Drug Abuse
Drug abusers are one large group o f individuals who voluntarily expose themselves to 
substances that can potentially result in damage to the brain. Drug abuse is capable of 
subtle and severe damage to the nervous system. When discussing neuropsychological 
consequences o f substance abuse, a number o f distinctions need to be considered 
(Bonnefil and Pirozzolo, 1992). The first o f these is the differentiation o f drug use and 
drug abuse. A number of studies (Newcombe and Rentier, 1989; Shedler and Block,
1990) suggest that a certain amount o f experimentation with drugs is normal and does 
not represent abuse or dependence. The Diagnostic and Statistical Manual o f Mental 
Disorders - fourth edition (American Psychiatric Association, 1994) defines substance 
abuse as
A. A maladaptive pattern o f substance use leading to clinically significant impairment 
or distress, as manifested by one (or more) o f the following occurring within a 12 
month period:
(1) recurrent substance use resulting in a failure to fulfil major role obligations at 
work, school or home (e.g. repeated absences or poor work performance related to 
substance use; substance-related absences, suspensions, or expulsions from school; 
neglect of children or household).
296
Research Chapter: Large Scale Research Pro ject
(2) recurrent substance use in situations in which it is physically hazardous (e.g. 
driving an automobile or operating a machine when impaired by substance use).
(3) recurrent substance-related legal problems (e.g. arrests for substance -related 
disorderly conduct).
(4) continued substance use despite having persistent or recurrent social or 
interpersonal problems caused or exacerbated by the effects o f the substance (e.g. 
arguments with spouse about consequences of intoxication, physical fights).
B. The symptoms have never met the criteria for Substance Dependence for this class 
of substance.
The second distinction identified by Bonnefil and Pirozzolo (1992) is between that o f 
licit and illicit use of drugs. Obviously the use o f and effects o f licit drugs, such as 
alcohol and tobacco are easier to research and a number o f studies (Newcombe and 
Rentier, 1989; Shedler and Block, 1990) have documented the health effects o f licit 
drug usage. The effects of illicit drugs such as marijuana and cocaine are more 
difficult to research as the use/abuse o f such substances is generally under-reported 
(Frank, Zuckerman, Amaro. Aboagye, Bauchner et a f 1988; Zuckerman, Frank, 
Kingson, Amaro, Levenson et al, 1989). Therefore the results o f such research 
generally represent a sub-sample o f those individuals who use illicit drugs 
(Newcombe and Rentier, 1989; Newcombe and Rentier, 1987). The last distinction 
that needs to be made regarding the neuropsychological effects o f substance abuse is 
between acute and long-term effects (Bonnefil and Pirozzolo, 1992). Many substances 
have well known acute and chronic effects, for example the effects of alcohol, 
however the long-term effects o f other substances such as opiates are less well 
understood (Bonnefil and Pirozzolo, 1992 ).
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1.4 Patterns of Drug Abuse
It is somewhat difficult to measure the extent o f an illegal activity such as illicit drug 
use (Frank et al, 1988). Ghodse (1995) identifies a number o f sources of 
epidemiological data including the number of drug seizures that are made by the 
police, the number of drug offences dealt with, prescription audits, the number o f 
addicts notified to the Home Office by medical professionals, regional substance 
misuse data bases and mortalit)^ studies. None of the above methods provide exact 
figures for the total amount of drug abuse. For example only about 20% of opiate 
addicts are notified to the Home Office as many individuals do not seek medical help 
for their addiction. Although experimentation with drugs often begins in adolescence 
and the prevalence of current use peaks in the twenties most o f the abuse and 
dependence is seen in older individuals (Gerstein and Green, 1993). The majority of 
addicts notified to the Home Office are between the ages of 25 and 35 years and the 
profile for heroin abuse indicates a somewhat older population compared with that for 
cocaine abuse (Gerstein and Green, 1993). A recent census o f drug services 
(MacGregor, Ettorre, Coomber, Crosier and Lodge, 1991) indicated that 73% of 
individuals seeking treatment for addiction were between the ages o f 20 and 34 years. 
There were some variations between the different drug agencies with individuals in 
residential rehabilitation houses tending to be slightly younger than those attending 
drug dependency units. The majority o f individuals (over 65%) in each o f the above 
agencies were male and 85% of them had a drug history o f greater than two years.
1.5 Difficulties in Assessing Neurotoxic Damage
Assessing neurotoxic damage may be problematic due to a number of premorbid 
factors, and evidence for the persistent effects o f drugs is difficult to obtain in clinical 
studies (Weinrieb and O’Brien, 1993). Individuals exhibiting certain premorbid 
difficulties may be attracted to jobs that result in toxic exposure (Hartman, 1995). For 
example individuals with problems in planning activities may be attracted to 
repetitive jobs in factories which may carry an increased risk o f toxic exposure.
In addition the prevalence o f multiple drug use and the impact o f the route o f 
administration may all contribute to the uncertainty o f attributing any observed effect 
to the drug(s) under consideration.
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The neuropsychological consequences in drug users may also be influenced by an 
individual's medical or developmental histoiy, which can act independently or interact 
with the drug in use (Carlin, 1986). Other potential causes for neurological deficits 
such as head injury and seizures are common in this population (Weinrieb and 
O'Brien, 1993). These factors need to be taken into account when interpreting test 
results (Hartman, 1995). Performance on tests of verbal ability, memory and so forth 
may reflect premorbid abilities rather than recent impairments. Test interpretation 
may be further complicated as the majority o f tests do not have normative data for 
individuals who have been exposed to toxins. Very low premorbid education or 
premorbid general intellectual ability can invalidate the specificity o f neuro­
psychological tests, since many assume average education and intellectual abilities 
(Hartman, 1995). In addition subjects cannot be randomly assigned to use drugs or not 
on a prospective basis and this results in difficulties in controlling for many variables, 
including the amount o f drugs taken and the duration o f drug use (Weinrieb and 
O'Brien, 1993).
1.6 Neuropsychological Deficits o f Drug Abuse
Neuropsychological consequences o f drug abuse are o f considerable importance in 
neuropsychiatrie populations (Carlin, 1986). It is commonly believed that abuse o f 
most psychotropic substances will lead to neuropsychological deficits (Carlin, 1986). 
The acute neuropsychological consequences o f a drug can be studied in a fairly 
straightforward way; a known dosage o f a drug is administered to an individual and 
performance before and after the drug or drug versus placebo is compared (Carlin, 
1986), The long-term consequences o f chronic drug abuse are more difficult to assess 
due to difficulties in delineating the effects o f premorbid variables as described above 
and other extraneous variables such as current diet and intoxication from alcohol.
Over the years a number of studies have examined the neuropsychological deficits 
caused by a variety o f licit and illicit drugs. A summary o f the findings is shown in 
Table One below.
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Table One; Neuropsvcholomcal déficits following drug abuse
SUBSTANCE AUTHOR RESULTS
Alcohol Reviewed in Miller, 1985 Deficits in visuospatial 
reasoning, visual memory 
and non-verbal abstract 
reasoning
Barbiturates Grant, Adams, Carlin, 
Rennick, Judd and Schooff, 
1978
Deficits in verbally 
mediated problem-solving 
and perceptuomotor 
functioning
Benzodiazepines Roth, Roehrs, Stepanski 
and Rosenthal, 1990
Anterograde amnesia and 
inability to learn new 
material
Cocaine Washton and Gold, 1984 
Rosselli and Ardila, 1996
51% of abusers show 
impairment in memory 
Short-term memory, 
attention and concept 
formation impaired
Amphetamines Grant, Adams, Carlin, 
Rennick, Judd and Schooff, 
1978
No neuropsychological 
deficits found
Tobacco Grant, Adams, Carlin, 
Rennick, Judd and Schooff, 
1978
No neuropsychological 
deficits found
Marijuana Grant, Adams, Carlin, 
Rennick, Judd and Schooff, 
1978
Varma, Malhorta, Dang, 
Das and Nehra, 1988 
Page, Fletcher and True, 
1988
Inconsistent findings. One 
study demonstrated no 
neuropsychological 
deficits, whereas others 
have found impairments in 
perceptuomotor speed and 
short-term memory
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1.7 Opioid Abuse
Over the last ten years the use of a few highly toxic substances including opioids has 
increased (Newcombe and Rentier, 1989). Opioids include opiates, natural drugs 
derived from the opium poppy and similar drugs possessing similar pharmacological 
properties. These drugs include heroin, methadone, morphine and codeine (Jaffe, 
1991). Opioids can produce a number of effects on the brain, the spinal cord and on 
other organs in the body. Opioids suppress the pain systems in the body at the spinal 
cord level; a sufficient dosage o f opioids can produce anaesthesia for surgery. Opioids 
typically alter mood producing a sense o f euphoria, a feeling o f increased well-being 
and indifference to anxiety producing situations (Jaffe, 1991). When addicts inject 
opioids intravenously they experience an intense 'rush' or 'thrill' for a period o f a few 
seconds. With repeated use, tolerance develops so that the same dose o f the drug will 
produce a reduced effect. This leads to increasing amounts of opioids being abused by 
the individual (Jaffe, 1991).
1.8 Treatment for Opioid Addiction
Theoretically the most effective and cost-efficient intervention strategy is prevention. 
When this fails then alternative interventions become necessary (Bonnefil and 
Pirozzolo, 1992). A common intervention for opiate addiction is detoxification 
combined with some form of therapy/counselling (Gossop, 1994). Detoxification is 
the gradual withdrawal o f a drug accompanied by treatment that may be advantageous 
during withdrawal (Madden, 1991). In heroin withdrawal the drug is usually phased 
out over a period o f two to three weeks, often in an in-patient setting (Gossop and 
Strang, 1991). Oral methadone in a liquid form that cannot be injected is the usual 
basis for withdrawal fi’om heroin and other illicit opioids (Jaffe, 1969). These 
non-injectable forms o f methadone avoid the rapid euphoria and conditioned 
attractiveness of injecting or smoking techniques. In addition there is no risk of 
infections (Stimson and Oppenheimer, 1982). The withdrawal symptoms fi-om 
methadone are slower in onset, less severe, but more lengthy than those from heroin 
withdrawal (Vogel, Isbell and Chapman, 1948: cited in Gossop and Strang, 1991). As 
methadone has a long plasma half-life there is usually no need to administer the drug 
more than once per day (Jaffe, 1969).
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This is advantageous in that clients in the community can collect their supply daily, 
hence preventing the building up of'stock' which could be consumed prematurely or 
sold (Jaffe, 1969; Madden, 1991). Daily attendance also promotes the development of 
a therapeutic relationship with staff and allows for daily urine analysis to detect 
concurrent use o f other drugs (Stimson and Oppenheimer, 1982). Some individuals 
require especially prolonged regimes that may include a period of stabilisation at a 
particular dose before further drug reduction. This process is regarded as a holding 
period whilst the patient is encouraged to make changes in thinking and behaviour 
that favour eventual abstinence, and is generally referred to as methadone 
maintenance (Jaffe, 1991; Stimson and Oppenheimer, 1982).
1.9 Neuropsychological Deficits From Opioid Abuse
Considering the number o f years opiates have been widely available and abused it is 
surprising that there is so little research on their neuropsychological consequences 
(Carlin, 1986). Specific neurological lesions have been attributed to prior opiate use 
by several researchers (Richter and Rosenberg, 1968; Thompson and Waldman, 1970; 
Hall and Karp, 1973). However several other researchers have been unable to 
demonstrate lesions directly associated with the properties of heroin itself (Fields and 
Fullerton, 1975). There are inconsistent findings in the literature with regard to 
neuropsychological deficits from opioid abuse (Strang and Curling, 1989). Early 
studies by Brown and Partington (1942) and Pfeffer and Ruble (1946) found that 
heroin abuse did not result in cognitive impairments. Korin (1974) administered a 
battery o f neuropsychological tests to Vietnam veterans who abused heroin and found 
that their performance was worse than that o f individuals who abused non-opiate 
drugs. In contrast Fields and Fullerton (1975) in a similar study found current heroin 
users no different in their performance on the Halstead-Reitan Battery compared to 
non-drug-abusing controls who were matched for age, sex and education. Carlin 
(1986) criticised this study in that the authors relied strictly on group central 
tendencies for various tests, which runs the risk of missing drug effects that express 
themselves differently in different subjects. In addition the study used a specific 
subsample of drug users (young Vietnam veterans) and the study provided no details 
on the severity o f drug use or the homogeneity of the experimental group.
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Rounsaville, Novelly and Kleber (1981) compared individuals using opiates with 
individuals with epilepsy. Individuals were classified as either having no 
impairments, mild impairments or moderate to severe impairments on the clinical 
neuropsychological assessment battery. The two groups did not differ on either 
impairment ratings or on mean individual test scores. The authors therefore 
concluded that opiate users exhibited similar neuropsychological impairments to 
individuals with epilepsy. A later study by Rounsaville, Jones, Novelly and Kleber 
(1982) however did not support this finding. These authors compared the original data 
o f Rounsaville et al (1981) with the results for normal controls. They found that all 
three groups performed equally on the assessment battery. Carlin (1986) proposes that 
this could signify that the controls were also impaired or that the individuals with 
epilepsy were not impaired and so neither were those individuals using opiates. 
Therefore no firm conclusions can be drawn. Studies by Grant et al (1978) and Miller 
(1985) found that opioids were significantly associated with neuropsychological 
deficits, especially in verbally-mediated problem-solving and perceptuomotor 
functioning. Guerra, Sole, Cami and Tobena (1987) also found current opiate users 
performed significantly below a control group on tests o f attention, verbal fluency and 
memory, but that improvements on these tests occurred during a methadone reduction 
programme. Some of the individuals were still prescribed methadone at re­
assessment. The authors indicated that the control group was not re-tested, therefore 
the possibility that a practice effect could have accounted for some o f the recovery 
remains unknown. Strang and Gurling (1989) tested seven long-term opiate users on 
two test batteries in addition to conducting CT scans for all seven. The results o f the 
CT scans demonstrated abnormal changes for six out o f the seven individuals and 
marked neuropsychological deficits were found for five of the individuals. However 
there were no correlations between the CT scans and the neuropsychological deficits, 
nor was there any consistent pattern between area of damage and the identified 
deficits in functioning. Omstein, Baldacchino, Sahakian et al (1997) examined the 
effects o f current heroin abuse on cognition using the Cambridge Neuropsychological 
Test Automated Battery (CANTAB).
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They found that three o f the seventeen subjects showed no deficits, five showed 
deficits on one subtest only and eight showed deficits on a number o f subtests 
sensitive to frontostriatal dysfunction (planning and strategy use). An unpublished 
study by Omstein, Iddon, Baldacchino and colleagues examined the effects o f chronic 
heroin and amphetamine abuse on cognitive functioning as measured by the 
CANTAB. Both heroin and amphetamine abusers displayed poorer performance on 
tasks sensitive to frontal and temporal lobe dysfunction including verbal fluency, 
recognition memory, working memory and a test o f planning. The heroin abusers 
were less able to form strategies.
The contradictions in the literature may partly be due to the difficulties in 
disentangling 'substance specific' effects with 'technique specific' effects related to the 
pattern o f drug use and lifestyle so often associated with opiate use (Strang and 
Gurling, 1989). It is recognised that individuals who abuse drugs tend to use many 
substances simultaneously or in sequence (Carlin and Post, 1971; Cox and Smart, 
1972; Kaufman, Fogel and Williams, 1975: cited in Grant et al, 1978). These 
individuals have become known as polydrug users (Grant et al, 1978). Few studies 
have attempted to assess the cerebral functioning in polydrug users.
Bruhn and Maage (1975) assessed prisoners, whom they divided into non-drug users, 
cannabis and hallucinogen users, cannabis, hallucinogen and amphetamine users, and 
cannabis, hallucinogen, amphetamine and opiate users. The authors divided the 
groups so as to represent increasing degrees of drug use. The groups were matched for 
age and educational level. The individuals were assessed on the WAIS-R, the 
category test and a number o f learning and memory tests. At the time o f the  ^
assessment none o f the participants were using drugs. The authors found no 
differences between any of the groups on any variable and concluded that drug abuse 
does not lead to general or selective intellectual impairments. However they did note 
that their results did not exclude neuropsychological effects that may manifest at a 
later date. In contrast Grant, Mohns, Miller and Reitan (1976.) found that polydrug 
users performed less well than controls on many o f the tests in the Halstead-Reitan 
battery.
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The study by Grant et al (1978) demonstrated that 37% of polydrug users exhibited 
neuropsychological impairments with opiate abuse producing the greatest likelihood 
of such impairments. Both the studies by Grant and colleagues included individuals 
who were still taking drugs at the time of the test administration, and the control data 
for the first study came from individuals who had been assessed 10 to 15 years 
previously. The authors suggested that the deficits they reported might reverse 
following a prolonged period o f abstinence and that further research should address 
this issue. The results from the studies by Grant and colleagues does not agree with 
that o f Bruhn and Maage. Grant et al (1976) suggest that these differences may be due 
to differences in the test instruments employed and that had Bruhn and Maage’s 
participants been assessed on a more extensive battery, they too may have been 
judged to be impaired. Grant and Judd (1976) administered neuropsychological tests 
and also recorded EEG disturbances in current polydrug users. Approximately half o f 
the individuals were judged to be neuropsychologically impaired and the same 
percentage were viewed as having abnormal EEGs. There was a 75% agreement 
between the neuropsychological and EEG results. Brandt and Doyle (1983) compared 
the performance of adolescent polydrug users and adolescent non-users on conceptual 
tracking and reasoning. The authors utilised the Trail Making Test and Category Test 
to measure this aspect o f cognitive functioning. At the time o f the testing the 
participants were free from non-prescribed drugs for at least two weeks. The results 
indicated no difference in the performances o f the two groups on either o f the neuro­
psychological tests, nor were there any differences in the numbers o f individuals 
exhibiting impairments between the groups. The authors suggested three possible 
explanations for their results. Their first explanation was that their experimental 
group had not been consuming sufficient quantities o f drugs to induce lasting changes 
in cerebral functioning. This is an important point as prior to the two week abstinence 
the experimental group may have exhibited neuropsychological deficits which had 
recovered over the short time period. The second explanation the authors propose is 
that their control group, which was composed o f individuals in a psychiatric hospital 
with conduct disorders, also exhibited neuropsychological deficits. A third 
explanation cited by the authors was that the individuals were in what Grant, Read 
and Adams (1980) have termed the 'latent’ and 'occult' periods following drug use.
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The latent period is described by Grant and colleagues as the period when an 
individual has been exposed to drugs but no irreversible changes have yet occurred 
and the occult period is described as the period when the pathology resulting from 
drug use is insufficient to be detected by the most sensitive neuropsychological tests. 
Brandt and Doyle acknowledged that the data they collected would not allow 
selection between the three explanations. Longitudinal data may allow for the 
detection of latent and occult periods following drug abuse. Similar issues may apply 
to the study by Bruhn and Maage described above. It may be that the individuals in 
one o f the three drug-taking groups had previously exhibited neuropsychological 
deficits but that these had reduced following abstinence and they were now 
performing at a normal level.
Further evidence of the neurotoxicity o f opiates comes from studies examining the 
effects of pre-natal opiate exposure. Wilson, McCreary, Kean and Baxter (1979) 
studied the growth and development o f children whose mothers had been using heroin 
during pregnancy. Compared to a control group these children performed poorly on 
several intellectual, perceptual and behavioural measures. The experimental group 
exhibited deficits on a test o f general cognitive ability and on a test o f visual, auditory 
and tactile perception. In addition these children were more likely to be rated by their 
parents as having difficulties in the areas o f self and social adjustment, including 
problems with controlling their temper, impulsivity, poor self-confidence, and 
difficulties in making and keeping friends. The authors acknowledged the difficulty 
with interpreting the results in that many of the mothers had been polydrug users and 
in addition many had continued to take drugs, which in all likelihood would have 
resulted in difficulties in parenting. Strauss, Lessen-Firestone, Chavez and Stryker 
(1979) found no differences between children whose mothers had received 
methadone during pregnancy and normal controls on a range o f cognitive abilities. 
However the children prenatally exposed to methadone were rated by the examiners 
as exhibiting more behavioural problems in the structured setting of testing. Chasnoff, 
Hatcher and Bums (1980) examined the growth patterns of babies bom to mothers 
maintained on methadone treatment.
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The average birth weights and lengths of these babies were on the 10th centile and 
continued at this centile for the first three to four months. After this an accelerated 
growth pattern was observed. The infants performed within the average range when 
assessed on the Bayley Scales of Development at three and six months, although 
scores were nearer the lower limits o f this range. The authors suggested longitudinal 
observations and follow-ups to determine whether any long lasting deficits occurred. 
Kaltenbach and Finnegan (1989) studied babies bom to mothers receiving methadone 
treatment and those bom to non-dmg-abusing mothers. The mothers were matched for 
social, economic and racial backgrounds and the children were tested at 6, 12 and 24 
months on two scales o f infant development. No differences between the two groups 
were found. However Weinrieb and O'Brien (1993) criticise this study in that there 
was no control for other dmg use, prenatal care or methadone doses.
Animal Studies
The difficulties in interpreting the effects o f dmgs in humans has led to studies 
examining their effects on animals where environmental variables, such as age, sex, 
health status, and previous dmg use can be strictly controlled. Buchenauer, Tumbow 
and Peters (1980) administered methadone to pregnant rats in a variety o f doses. They 
found that the size o f the litters and the number o f pups bom decreased as the dose o f 
methadone increased. In addition a significantly higher number o f pups from the 
experimental group died compared to the control group. No major differences were 
found between the growth pattems o f the pups, however the pups of the rats receiving 
the most methadone were significantly smaller than the control pups, especially in the 
first two weeks of life. Peters (1977) administered methadone to female rats, before 
during and after gestation and found that this resulted in a delay or deficiency in brain 
development, as measured by a decrease in protein and RNA content, in their off­
spring compared to offspring of control rats. The offspring o f the experimental rats 
also showed a decrease in ability to respond to a conditioning stimulus in order to 
avoid an electric shock. Hutchings, Towey, Gorinson and Hunt (1979) demonstrated 
that rats whose mothers had received methadone during pregnancy but had then been 
fostered to untreated mothers at birth did not exhibit any learning or inhibitory 
deficits compared to a normal control group.
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In contrast Zagon, McLaughlin and Thompson (1979) found that such rats were 
slower to acquire an active avoidance task and light-dark discrimination, and 
Hutchings (1982) found similarly reared rats were more active compared to a control 
group at 17 and 22 days of age. There was no difference between the two groups at 30 
days of age.
The research findings from the animal literature suggest that prenatal exposure to 
opiates produces physical changes in the brains o f rat offspring which result in 
cognitive differences compared to the offspring of control rats. The findings from the 
studies with human participants are less conclusive. These discrepancies may be due 
to the difficulties controlling premorbid and extraneous variables as well as drug dose 
and duration in this clinical population.
Limitations o f Previous Research
The contradictions in the research studies may reflect different methodologies. For 
instance Field and Fullerton (1975) only examined young heroin addicts returning 
from war. The composition o f relevant comparison groups also differed between the 
studies. Rounsaville et al (1982) used individuals with epilepsy as the control group, a 
population which is known to exhibit neuropsychological deficits, whereas other 
studies (Fields and Fullerton, 1975) have compared drug users to non-patient 
non-drug-using individuals. The use of the latter individuals as a suitable control 
group is also questionable. Drug abusers are most likely to be suffering from a degree 
of psychopathology in addition to the consequences o f the drugs (Rounsaville, 
Weissman, Kleber and Wilber, 1982). Therefore it cannot be clear whether the 
differences in cognitive performance are attributable to the drug effects or to the 
psychopathology (Carlin, 1986). In support o f this argument a number of studies 
(Weissman, Slobetz, Prusoff et al, 1976; Dorus and Senay, 1980) have found high 
rates o f depression in opiate addicts and a study by Rounsaville, Weissman, Kleber 
and Wilber (1982) found high rates o f depression and other affective disorders 
including minor depression and generalised anxiety in a group of opiate abusers 
seeking treatment. Comparison with a group of individuals also suffering from 
psychopathology would be advantageous.
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The individuals in the study by Strang and Gurling were a small subset o f individuals, 
a fact that is acknowledged by the authors. In addition the authors note that damage 
identified in the CT scans may have been due to previous overdose or head injury as 
the individual drug histories relied on self-reports. In addition the timing o f the 
evaluations has differed between studies. In some studies (Fields and Fullerton, 1975) 
the samples included individuals who were currently abusing drugs, in others (Grant 
et al, 1976; Grant et al, 1978; Rounsaville et al, 1982; Strang and Gurling, 1989) the 
samples were mixed, including individuals currently on heroin and methadone and 
recently detoxified individuals. However in other studies (Bruhn and Maage, 1975 ) 
individuals were assessed when they were drug free. To date no comparison o f 
cognitive deficits between these 'subsamples' o f drug users has been made. Lastly 
Rounsaville et al (1982) also commented on how the choice of neuropsychological 
tests may influence the results of studies. They used a comparatively abbreviated 
battery which they acknowledged may have missed some areas o f impairment.
1.10 Psychological Therapies
Studies have indicated that the psychological problems observed in problem drug 
users are similar to those that are often treated with psychotherapy when they occur in 
non-addicted populations (Rounsaville, Weissman, Kleber and Wilber, 1982). In 
addition psychological approaches have been developed that are specific to addictive 
behaviour. This has led to psychological therapies sometimes being provided in 
addition to standard drug counselling. However many workers have doubted that 
psychotherapy can make a meaningful contribution to the treatment o f addicted 
individuals (Karkus, 1973) and there have been inconsistent reports in the literature 
with regard to the effectiveness of such therapies. Woody, Luborsky, McLellan, 
O'Brien, Beck, et al (1983) compared individuals on methadone maintenance who had 
received standard drug counselling with those who had received additional therapy 
(cognitive behaviour therapy or supportive expressive therapy). They concluded that 
the latter had made more progress than those who had received only standard 
intervention. This progress was maintained at 7 and 12 month follow ups (Woody, 
McLellan, Luborsky and O'Brien, 1987). However a similar study by Rounsaville, 
Glaser, Wilber, Weissman and Kleber (1983) failed to show similar effects.
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The reasons for these discrepancies are unclear. Neurocognitive factors may be 
restricting psychotherapeutic treatment effects among substance abusing patients 
(Weinstein and Shaffer, 1993). Goldman (1990) saw "neurocognitive functioning.... 
as a moderator o f treatment success". If this is the case then neurocognitive deficits 
will also have implications for the more traditional interventions provided for drug 
use. These interventions usually include providing the patient with didactic 
information, presented in a variety of fonnats including video and lectures. In these 
situations reception, comprehension and integration o f sophisticated ideas (abstract 
reasoning) are necessary. Such tasks will be difficult for individuals with cognitive 
dysfunction (Goldman, 1990; Fals-Stewart, Schaffer, Lucente, Rustine and Brown, 
1994). Likewise psychotherapy relies heavily on cognitive skills including attention, 
memory, abstraction and problem solving (Bennett, 1989; O'Hara, 1988; Small,
1980). Therefore it is important to identify any organic impairments present so that 
alternative, perhaps more structured and direct approaches can be utilised (Weinstein 
and Shaffer, 1993). In order to achieve higher level effectiveness for treatments, 
therapists must 'fine tune' their skills (Weinstein and Shaffer, 1993 ). Weinstein and 
Shaffer (1993) believed that many o f the strategies used for the head-injured 
population could successfully be utilised with substance abusers and could be applied 
in a variety of treatment settings including therapeutic communities, methadone 
programmes, drug-free out-patient clinics and family intervention programmes 
(Morse and Montgomery, 1992). Fals-Stewart and Lucente (1994) demonstrated that 
previous substance abusers who received cognitive rehabilitation had better treatment 
outcomes than similar individuals who did not receive such training.
In addition to aiding therapeutic programmes, knowledge regarding the cognitive 
impairments of opiate abusers would be helpful in providing information on the likely 
course of cognitive recovery for family and friends (Miller, 1985). Family counselling 
is often provided so that both the family and the patient understand the nature and 
extent of the deficits, and so that neither unrealistic expectations nor unwarranted 
infantalization occur (Weinstein and Shaffer, 1993).
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1, AIMS OF THE PRESENT STUDY
A number of questions remain unanswered from the previous research into neuro­
psychological deficits following opiate abuse. Some studies (Fields and Fullerton, 
1975; Bruhn and Maage, 1975; Brandt and Doyle, 1983) suggest that opiate abuse 
does not produce neuropsychological deficits whereas others (Grant et al, 1976; 1978; 
Strang and Gurling, 1989) suggest that such abuse does produce neuropsychological 
impairments. There is also a suggestion (Guerra et al, 1987) that performance might 
improve as drug consumption decreases. The present study aims to address the 
following questions.
(1) Does long-term use o f opiates produce neuropsychological deficits?
(2) Are any neuropsychological deficits reversible after a period of abstinence from 
opiate use?
This research should provide information on any modifications required o f the current 
treatments available for former addicts.
3. HYPOTHESES
Null Hypothesis: There are no long-term neuropsychological deficits due to previous 
or present opiate abuse.
Experimental Hypothesis One: Neuropsychological deficits are found in both 
present and previous long-term opiate abusers.
Experimental Hypothesis Two: Abstinent opiate abusers recover from 
neuropsychological impairments.
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4. M ETHOD
4.1 Participants 
Group One
Fifteen individuals (13 men, 2 women) who had formerly been abusing either heroin 
or methadone and who were currently receiving methadone maintenance treatment 
were recruited to the study via community methadone clinics. All sixteen were living 
in the community at the time o f the study. Individuals were included in this group if 
they had been receiving methadone for at least two months. Individuals were 
excluded if  they were intoxicated from alcohol at the time of the assessment or if  they 
had sustained a head injury with a resulting Post Traumatic Amnesia (PTA) o f more 
than thirteen days. PTA is the time between loss of consciousness and the return o f 
continuous memory for day to day events (Russell and Nathan, 1946; Schacter and 
Crovitz, 1977). Russell (1971 : cited in Van Zomeren and Van Den Burg, 1985) 
suggests a cut-off o f one week to differentiate between severe and very severe injury, 
with minor to moderate injuries having PTA durations of only a few days. However a 
more recent study by Van Zomeren and Van Den Burg (1985) suggests thirteen days 
as the cut-off point between severe and very severe head injury.
Group Two
Sixteen individuals (10 men, 6 women) who had previously been abusing either 
heroin or methadone but who were currently drug-free were recruited to the study via 
drug rehabilitation residences. All sixteen individuals were living in such 
accommodation at the time o f the study. Individuals were included in the study if  they 
had been drug-free for at least two months. This included the drug free time 
previously spent in in-patient detoxification programmes. Individuals were excluded 
using the same criteria as for the above group.
Group Three
Ten controls (4 men, 6 women) were recruited to the study via psychological services 
for pain clients. It was hypothesised that these individuals would be experiencing 
similar mood disturbances to those individuals in the above two groups.
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Individuals with severe mental illness, such as personality disorder were excluded, as 
were individuals with a previous PTA of more than thirteen days. None o f the 
individuals had a history o f drug dependence. Originally individuals were only 
recruited if they were not taking any medication. However due to insufficient 
numbers, five of the final group were taking therapeutic dosages o f prescription 
medication, including anti-depressants, anti-inflammatories and pain-killers. Some of 
these pain-killers contained some small amounts o f opiates. However all were 
available over the counter without prescription and so were unlikely to cause changes 
in cognition when taken in these therapeutic doses.
4.2 Participant Information
Individuals in the two experimental groups were provided with an information sheet 
outlining the aims of the study. A slight modification to this sheet was made for the 
control group, explaining the necessity o f comparing results from an experimental 
group with the results o f individuals without a history o f drug dependence.
Individuals in all three groups signed a consent form.
All of the above can be seen in Appendix A.
4.3 Measures
a) Materials used for screening and obtaining background information 
(See Appendix B).
1. Substance Abuse Assessment Questionnaire (Ghodse, 1995). Items from this 
questionnaire provide data about age, sex, other demographic variables and previous 
drug history.
2. The National Adult Reading Test-Second Edition (NART) (Nelson and Willison,
1991). The NART requires the participant to read aloud 50 phonetically irregular 
words.
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Test perfontiance is correlated with participants premorbid vocabulary level and 
results have been recommended as a predictor of premorbid intellectual ability, 
especially when used in conjunction with demographic variables (Crawford, Stewart, 
Garthwaite and Parker, 1988). The second edition of the NART enables the test to be 
used in conjunction with the revised version of the Wechsler Adult Intelligence Scale 
(WAIS-R) and has been re-standardised on a sample aged between 18 and 70 years 
(Nelson and Willison, 1991).
3. The General Health Questionnaire (GHQ) (Goldberg and Williams, 1988). The 
GHQ is a screening questionnaire for detecting forms o f psychiatric illness (Bowling, 
1994). The advantage o f the GHQ is that it concentrates on broad components o f 
psychiatric morbidity (especially anxiety and depression). There have been numerous 
applications of the GHQ in survey research and in clinical settings. Bowling (1990) 
found that the GHQ was acceptable to respondents and did not contain any items 
likely to upset individuals. The overall GHQ score is the sum of the item scores. 
There is evidence that assessments o f the severity o f psychiatric illness are directly 
proportional to the number o f symptoms reported on the GHQ (Goldberg and Huxley, 
1980). The predictive validity o f the GHQ has also been evaluated (Goldberg and 
Williams, 1988). Over 50 validity studies have been conducted on the GHQ, and 
although not perfect it correlates well with psychiatric diagnosis o f morbidity and 
depression (Williams, 1987). Split half and test/re-test correlates have been carried 
out on the GHQ with good results (Goldberg and Williams, 1988). There are a 
number of scoring methods that can be used for the GHQ. The most straightforward 
way is to assign weights o f 0 ,1 , 2, and 3 to each column; this is known as the ’Likert' 
scoring method. An alternative method is to count the number o f symptoms by 
weighting the columns 0, 0, 1, 1,. This is known as the GHQ scoring method 
(Goldberg and Williams, 1988). The former scoring system was utilised for this study 
as the manual suggests that there are marginal advantages in using this method if 
individual subscale scores are to be considered.
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4. Hospital Anxiety and Depression Scale (HADS) (Zigmond and Snaith, 1983).
The HADS was developed initially for use in non-psychiatric settings but the scope of 
its use has since widened. It consists o f two subscales, anxiety and depression, which 
are scored separately and provide an estimate o f the present state of an individual 
(Zigmond and Snaith, 1983). The HADS' advantage over some other self-assessment 
questionnaires is that it does not ask about somatic symptoms characteristic of some 
psychological states that could be due to physical disease (Clark and Fallowfield, 
1986). In addition the two subscales appear to discriminate between anxiety and 
depression (Clark and Fallowfield, 1986).
5. Questionnaire establishing landmarks to estimate Post Traumatic Amnesia 
retrospectively. This questionnaire was completed for any individual who was 
identified as having had blackouts, epilepsy or a head injury. Post Traumatic Amnesia 
(PTA) is the time between loss o f consciousness and the return of continuous memory 
for day to day events (Russell and Nathan, 1946; Schacter and Crovitz, 1977). The 
end o f PTA is often difficult to specify and doubts have been raised regarding the 
reliability of retrospective assessment of PTA (McMillan, Jongen and Greenwood,
1996). Retrospective assessment o f PTA relies on the memory of patients and/or their 
families, both o f which may be unreliable. Patients may confabulate or reconstruct 
events using the accounts o f other people (Russell and Nathan, 1946; Schacter and 
Crovitz, 1977), therefore it has generally been believed that prospective measures of 
PTA are more reliable (Forrester, Encel and Geffen, 1994). In a study by McMillan, 
Jongen and Greenwood (1996) a prospective measure of PTA, the Galveston 
Orientation and Amnesia Test (GOAT) (Levin, O'Donnell and Grossman, 1979) was 
compared to a blind retrospective interview carried out between three and a half and 
six years post injury. The two estimates of PTA were found to correlate significantly 
(r = 0.87) providing evidence to support the view that retrospective interview is an 
accurate method o f estimating PTA.
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6. The Opiate Withdrawal Scale (Ghodse, 1995). This scale contains eighteen items 
enquiring about opiate withdrawal symptoms. This scale was administered to 
participants in the two experimental groups to examine the extent o f withdrawal 
symptoms at the time of the test administration.
b) Experimental Measures
1. Test of Everyday Attention (TEA) (Robertson. Ward. Ridgeway and 
Nimmo-Smith, 1994)
The TEA attempts to measure aspects o f non-Iateralised attention and is guided by the 
theoretical investigations o f Posner and Peterson (1990) (Robertson, Ward, Ridgeway 
and Nimmo-Smith, 1996). The TEA comprises o f eight subtests which attempt to 
sample the different types o f attentional function; selective attention, sustained 
attention, attentional switching and divided attention (Robertson, Ward, Ridgeway 
and Nimmo-Smith, 1996). The test has demonstrated reliability and validity 
(Robertson, Ward, Ridgeway and Nimmo-Smith, 1996) and has a wide range o f 
applications from individuals with early dementia of the Alzheimer’s type to young 
normal subjects (Robertson, Ward, Ridgeway and Nimmo-Smith, 1996). The test has 
been developed using materials that will hopefully engage and interest the individuals 
taking the test, for example maps and telephone directories (Robertson, Ward, 
Ridgeway and Nimmo-Smith, 1996). The following subtest o f the TEA were utilised 
in an attempt to measure the various types o f attention.
a) Visual Selective Attention
M ap Search This is a timed visual search task that involves searching a map for two 
minutes and circling a particular symbol on the map when located. After one minute 
the individual is given a different coloured pen to enable the tester to count the 
number of targets located in one minute versus the total for two minutes (Robertson, 
Ward, Ridgeway and Nimmo-Smith, 1994).
16
Research Chapter: Lanrc Scale Research Project
b) Attentional Switching
Visual Elevator In this subtest the individual has to imagine that they are going up 
and down in an elevator, which is presented as a series of pictures o f elevator doors. 
The direction o f counting is shown by arrows located between the doors. The 
individual counts, imagining each door as a floor and notes each arrow as either "up" 
or "down" (Robertson, Ward, Ridgeway and Nimmo-Smith, 1994).
2. Adult Memory and Information Processing Battery (Goughian and Hollows. 1985) 
The AMIPB consists o f six subtests that can be used together or individually. The 
tests o f memory have been designed to reflect the two broad facets o f memory, 
namely retention and learning. The division into verbal and visual memory represents 
the modality of presentation and does not necessarily mean that performance is 
mediated exclusively by corresponding verbal and visual memory systems. An 
advantage of the battery is that the manual provides UK norms. The following 
subtests were utilised:-
a) Verbal Memory
Story Recall The individual is read a short story and the task assesses immediate 
registration o f this verbal information and retention over a thirty-minute delay.
List Learning This task assesses the rote learning o f verbal information. The 
individual attempts to learn a list o f words over five trials.
b) Visual Memory
Figure Recall The individual has to copy a complex two-dimensional figure and 
reproduce it immediately and after a thirty-minute delay. The task then assesses 
immediate registration of visual information and retention of this information over a 
thirty minute delay.
Design Learning This task assesses the rote learning o f visual information. The 
individual attempts to reproduce a small abstract design over five trials.
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3. The Controlled Oral Word Association Test
This task consists of three word naming trials. Individuals have to say as many words 
as they can think of beginning with a certain letter o f the alphabet, excluding proper 
nouns, numbers, and the same word with a different suffix. There are a number of 
different sets of letters that can be employed; FAS, CFL, and PRW. In each set, words 
beginning with one o f the letters have a relatively high frequency. The second letter 
has a lower frequency and the third letter a still lower frequency (Lezak, 1995). The 
letter set of CFL was used in this study.
4. The Wechsler Adult Intelligence Scale-Revised (WAIS-R) (Wechsler, 1981)
The Wechsler scales are the most widely employed test in the clinical assessment of 
cognitive impairments. Lezak (1988) described the WAIS-R as "the single most 
utilised component o f neuropsychology repertory". The success of this measure is due 
partly to the large standardisation sample and good psychometric properties 
(Crawford, 1992). Holmes, Armstrong, Johnson and Ries (1965) suggested that in 
America 80% of individuals who are administered a WAIS-R are given a short form. 
Crawford, Allan and Jack (1992) believed the above figure to be an over-estimate of 
the use o f short forms in the United Kingdom, however they did acknowledge that 
short forms are frequently used. A number o f short forms have been utilised (see 
Crawford, Allan, McGeorge and Kelley, 1997 for a review). Some are based on a 
short format o f all the subtests, whereas others involve administering only a few 
subtests (Crawford, 1992). The short form suggested by Crawford, Allan and Jack 
(1992) was used in this study and comprises of the following subtests:-
Comprehension; This test includes two kinds of open-ended questions, common 
sense questions and the meaning of proverbs (Lezak, 1995).
Similarities: This is a test of verbal concept formation where the individual has to 
explain what each of a pair of words has in common (Lezak, 1995).
Block Design: This is a construction test in which the individual is presented with 
some red and white blocks. Each block has two red sides, two white sides and two 
sides that are half red and half white.
318
Research Chapter: Large Scale Research Project
The individual has to use the blocks to construct replicas o f designs made by the 
examiner and designs printed in smaller scale (Lezak, 1995).
Object Assembly: This test comprises o f four cut up cardboard figures o f familiar 
objects. The individual has to assemble the pieces o f each figure and is scored for 
both time and accuracy (Lezak, 1995).
4.4 Procedure
Local Ethics Committee approval was gained prior to the commencement of the 
study. The letter o f approval from the Ethics Committee can be seen in Appendix C.
The materials to measure the background information, estimation o f premorbid IQ, 
mood disturbance, severity o f PTA (if necessaiy) and extent o f withdrawal symptoms 
were administered first. The experimental measures were then administered 
beginning with the subtests o f the AMIPB, the subtests o f the TEA, the subtests o f the 
WAIS-R and finally the Controlled Oral Word Association test. All the measures 
were administered using standard procedures. The order of the administration 
remained constant for all the participants. The assessments were carried out in a 
single setting lasting approximately one and a half hours. This was not possible with 
one participant, due to the amount of time the participant had available on the day and 
the assessment was split into three quarters o f an hour followed by half an hour. A 
period of three days occurred between the two assessment sessions.
5, RESULTS
5.1 Statistical Procedures
Power analysis calculations indicated that for n = 12 and a  = 0.05 (two tailed) a 
statistical power o f 0.7 is achieved. This power value is achieved for the two 
experimental groups. However insufficient numbers could be recruited to the control 
group in the time available to achieve this power. The implications of this are 
discussed below. All statistical analysis were performed using SPSSv7.51 for 
Windows 95 .
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5.2 Demographic and Background Information
A summary of the demographic variables for each of the groups o f individuals can be 
seen in Table Two below. The demographic variables for Group One (methadone) 
and Group Two (drug rehabilitation) appear to be representative samples and in 
agreement with the demographics of drug abusers in such services described above. 
Although two o f the individuals in Group One (methadone) were also taking other 
medication (anti-depressants) they were not excluded as they were seen to be typical 
o f individuals receiving methadone maintenance.
5.3 Descriptive Statistics 
Initial Data Screening
Frequency distributions for all o f the variables were examined prior to choosing the 
statistical tests to be employed. These revealed that the data for the background 
variables were not normally distributed. Although this might be expected for some of 
the variables, such as age, it would not be expected for the data from the neuro­
psychological assessments, such as the NART, as these have previously been shown 
to have normal distributions. It is possible that too small a number o f individuals were 
sampled on this occasion to complete such a normal distribution. Due to the 
uncertainty o f the distributions both parametric and non-parametric tests were 
conducted. The results from both analyses were similar and the parametric results 
(one-way analysis o f variance and independent 'f tests) are presented in Table Two 
below.
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Table Two: Demographic variables for the participants (means, standard deviations 
and ranges.
Variable
Methadone 
Mean (SD),Range
Drug
Rehabilitation
Mean (SD), Range
Controls 
Mean (SD), Range F o r t P
Age 34 (8.5), 20-49 31 (7.0), 21-47 • “ 43 (10.9),28-63 6.53 0.004
Predicted 
premorbid IQ
101 (9.3),81-120 99(9.9), 80-118 108(11.4), 91-127 Z25 0.121
Number of 
years education
11.4(1.3), 10-14 10.9 (2.9), 6-19 12.5 (2.2), 10-17 L52 0JG2
GHQ A-
somatic
symptoms
8.4 (4.4), 3-14 7.3 (6.3), 0-21 5.8 (3.4), 3-12 0.71 0506
G HQ B- 
anxiety and 
insomnia
8.2 (3.8), 3-15 8.8 (4.4), 4-18 6.8 (4.2), 2-15 069 0.507
GHQ C - social 
dysfunction
8.0 (3.3), 3-14 6.3 (3.0), 2-12 6.4 (2.2), 3-10 1.27 0.294
GHQ D -
severe
depression
4.3 (2.9), 0-9 3.8 (4.3), 0-13 1.4 (2.4), 0-6 1.92 0.162
GHQ TOTAL 28.9 (10.5), 12-43 26.4 (14.5), 10-55 20.3 (10.4), 10-41 1.27 0.293
HADS-
Anxiety
9.3 (2.7), 5-14 10.3 (4.3), 3-18 8.4 (3.9), 1-14 0.74 0.485
HADS-
Depression
6.6 (4.1), 1-15 4.6 (2.9), 0-9 5.6 (3.1), 2-11 1.15 0.328
Number of 
substances 
previously 
abused
5.0 (2.0), 2-9 7.0 (2.0), 4-11 - 1.67 0.106
Number of 
years of drug 
abuse
14.6 (6.5), 5-25 11.5 (6.6), 3-30 - 1.31 0.201
Amount of 
methadone per 
day
32.5mg (11.4), 
15-60 - -
Length of time 
on methadone 
maintenance
30 weeks (34.2), 
8-120 - -
Length of time 
in rehabilitation
26 weeks (20.3), 
6-56 .
Other
medication
Two individuals No individuals Five individuals
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As Table Two shows significant differences were observed between the three groups 
in mean age. Post hoc testing revealed that Group Three (controls) were older than 
Group One (methadone) (t (23) = 2.41, p = 0.024) and Group Two (drug 
rehabilitation) (t (24) = 3.53, p = 0.002). Group One (methadone) and Group Two 
(drug rehabilitation ) did not significantly differ in mean age (t (29) = 1.08,
p = 0.288).
Although all the individuals in Group One (methadone) were stabilised on methadone 
maintenance, three individuals reported mild withdrawal symptoms. Despite having 
been drug free for at least two months one individual in Group Two (drug 
rehabilitation) reported mild symptoms o f withdrawal. Six individuals in Group One 
(methadone) had been admitted to hospital at some point in time due to loss of 
consciousness. All of these were drug related. However none had a PTA of more than 
24 hours. Nine individuals in Group Two (drug rehabilitation) had previously been 
admitted to hospital due to loss o f consciousness, all but one of these were drug 
related, the other was a mild head injury. None o f these individuals had a PTA of 
more than one week. None o f the individuals in either Group One or Group Two had 
complications that had required neurosurgeiy. None o f the individuals in Group Three 
(controls) had been admitted to hospital due to loss o f consciousness.
5.4 Experimental Hvnotheses
Previous studies examining the effects o f opiates on neuropsychological functioning 
have analysed data in two main ways. The first o f these, used in the studies by Fields 
and Fullerton (1975), Bruhn and Maage (1976) and Guerra et al (1987) has been to 
examine group differences between the scores obtained on the neuropsychological 
tests. The other method, utilised by Grant and Judd (1976), Grant et al (1978), and 
Strang and Gurling (1989) is to examine whether individuals who have abused opiates 
exhibit impairments on the neuropsychological tests. The studies by Rounsaville et al 
(1981) and Brandt and Doyle (1983) utilised both methods o f data analysis. The 
results of the present study will also be analysed using both methods; firstly 
examining group differences on neuropsychological performances, and secondly 
examining the impairments exhibited by the individuals in each group.
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5.5 Initial Data Screening
As for the descriptive statistics, frequency distributions were examined and due to the 
uncertainty of the data distributions both parametric and non-parametric statistics 
were undertaken. The results for each o f the analyses were similar and the parametric 
statistics are presented below. One-way analyses o f variance were conducted to 
investigate differences between the groups for performance on the neuro­
psychological tests. The results are presented in Table Three below.
Table Three: Performance means and standard deviations for the three groups on the 
neuropsvchological tests, with F values and significance levels after ANOVA 
comparisons
Methadone Drug Rehabilitation Controls
Variable Mean SD Mean SD Mean SD F Sig o f F
Accuracy from 
TEA
8.5 4.1 7.2 3.4 10.6 2.8 2L51 0.103
Timing from TEA 4.8 3.5 5.9 4.2 6.9 5.4 0.61 0.549
Map 1 from TEA 10.6 2.7 11.4 2.6 10.2 3.4 056 0.578
Map 2 from TEA 9.5 3.9 11.1 3.8 9.8 3.4 066 0.521
Immediate Figure 
Recall from 
AMIPB
74.1 18.6 76.9 18.8 818 14.8 0.51 0.609
Delayed Figure 
Recall from 
AMIPB
60.9 30.9 77.5 17.3 72.3 21.5 1.78 0.183
Immediate Story 
Recall from 
AMIPB
24.2 12.8 268 7.7 3Z3 9.1 1.89 0466
Delayed Story 
Recall from 
AMIPB
2L5 12.7 25J 7.7 2R9 9. 9 CL81 0.454
Design Learning 
from AMIPB
30.1 8.3 303 8.9 3Z9 5.5 0.41 0.676
List Learning from 
AMIPB
44.8 5.1 50.7 8.4 50.1 12.4 185 0 172
Word Fluency 33.3 8.5 45.4 13.1 41.4 10.5 4.12 0.025*
Full Scale IQ 93 7 9.1 92.1 10.8 952 5.9 026 0.701
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As the table shows there is a significant difference between the groups on word 
fluency (the Controlled Oral Word Association Test).
5.6 Controlling for age
From the descriptive statistics, differences between the groups in mean age were 
sigmficant (F(2, 38)= 6.53, p= 0.004). The presentation of the parametric statistics 
allows for the differences between the groups in age to be controlled for. The analysis 
of variance comparing the three groups was repeated, entering age as a covariate, 
thereby controlling for the effects o f age on word fluency. When age is controlled for 
the significant difference between the three groups for word fluency remains 
(F(2, 38)= 5.12, p - 0.013).
5.7 Post Hoc Comparisons
The statistical significant F ratio indicates that it is unlikely that all population means 
are equal. However it does not indicate which groups are different from each other 
(Norusis, 1997). In order to investigate which groups differ from each other, multiple 
comparison procedures need to be utilised. Post hoc independent 'f tests were 
conducted in order to see which groups significantly differed on word fluency. Group 
One (methadone) performed significantly more poorly on word fluency than Group 
Two (drug rehabilitation) (t (26)= 2.80, p=0.009). The difference between Group One 
(methadone) and Group Three (controls) was borderline (t (20)= 2.02, p=0.058). 
Group Two (drug rehabilitation) did not significantly differ from Group Three 
(controls) (t (24)= 0.82, p=0.420). When making post hoc comparisons involving the 
same means, the probability increases that one or more comparisons will turn out to 
be statistically significant, even when all the population means are equal (Norusis,
1997). There are multiple comparison procedures which prevent differences being 
wrongly seen as significant by adjusting the observed significance level for the 
number of comparisons being made (Norusis, 1997). WTien using multiple 
comparison procedures one can be more confident that the differences found are true 
differences (Norusis, 1997). Many multiple comparison techniques are available.
One o f the simplest is the Bonferroni procedure which adjusts the significance level 
by multiplying it by the number of comparisons being made.
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The following post hoc analysis involves three comparisons and so the significance 
level for each comparison must be less than 0.05/3, or 0.016, for the difference to be 
significant at the 0.05 level. Therefore the difference between Group One 
(methadone) and Group Two (drug rehabilitation) remains significant. The difference 
between Group One (methadone) and Group Three (controls) does not remain 
significant. However these results are based on a relatively small sample size and 
although following post hoc comparisons the difference between Group One 
(methadone) and Group Three (controls) does not remain significant there is clearly a 
trend for the performance on word fluency to be poorer in Group One (methadone) 
than in other groups.
5.8. Impairments on neuropsvchological assessment
Using the above analysis the three groups differ significantly on only one neuro­
psychological test. However this method o f analysis may not detect impaired 
individual profiles which may have clinical significance. Goughian and Hollows 
(1985) consider individuals to be impaired on the subtests o f the AMIPB if they score 
more than two standard deviations below the mean for a given subtest. However, 
more commonly, in other studies individuals are considered to be impaired if  they 
score one standard deviation below the published mean (Strang and Gurling, 1989; 
Rounsaville et al, 1981; Pugsley, Klinger, Paschalis et al, 1994).
A) The following analyses were undertaken to identify the number o f clinically 
impaired individuals in the three groups. The number of tests on which impairments 
are observed has also been a discussion point in the literature. Pugsley et al (1994) 
suggest that impairments one standard deviation below the published norm must 
occur on two or more independent tests. The percentage of individuals in each group 
exhibiting impairments on two or more independent neuropsychological tests, using 
each cut-off criteria described above, is shown in Table Four below.
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Table Four: Percentage of individuals in each group exhibiting impairments on two or 
more independent neuropsvchological tests
CUT-OFF CRITERIA
Two standard One standard Number in sample
deviations below deviations below
the mean the mean
Group One 60% 80% 15
(methadone)
Group Two (drug 
rehabilitation)
31% 68% 16
Group Three 10% 50% 10
(controls)
Chi Squared analyses were conducted to investigate whether the number o f impaired 
and unimpaired individuals in each group significantly differed. Firstly using two 
standard deviations below the mean as the cut-off, there was a significant difference 
in the numbers o f impaired and unimpaired individuals in the three groups 
{y  ^(2) = 6.79, p= 0.034). This analysis was repeated using one standard deviation 
below the mean as the cut-off. The numbers o f impaired and unimpaired individuals 
in each group did not significantly differ (2) = 2.50, p = 0.287).
B) In order to investigate whether the number o f individuals exhibiting impairments 
differed on any particular cognitive function, individual Chi Squared analyses were 
conducted for each o f the neuropsychological tests. Firstly, using two standard 
deviations below the mean as the cut-off, there were no significant differences 
between the number o f individuals in each group exhibiting impairments on any of 
the individual neuropsychological tests. These analyses were repeated using the more 
commonly applied cut-off criterion (one standard deviation below the mean) with the 
result that there were significant differences between the groups for the number of 
individuals exhibiting impairments on attentional switching (accuracy score from 
TEA) (x^ (2)= 7.86, p=0.020), verbal memory (immediate verbal recall score from 
AMIPB) (x^ (2)= 7.23, p= 0.027) and word fluency (Controlled Oral Word 
Association Test) (x^ (2)= 8.88, p=0.012).
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5.9 Post Hoc Comparisons
Post hoc tests (Fisher’s Exact Tests) were conducted to examine how the numbers in 
each group differed from each other on each of these areas o f cognitive functioning.
Attentional Switching (accuracy score from TEA)
The number o f individuals in Group One (methadone) and Group Two (drug 
rehabilitation) exhibiting impairments did not significantly differ from each other 
(p= 0.462). Both groups had a significantly greater number o f individuals exhibiting 
impairments than Group Three (controls) (p= 0.008 and p= 0.049 Group One 
(methadone) and Group Two (drug rehabilitation) respectively).
Verbal Memory (immediate verbal recall score from AMIPB)
The number o f individuals in Group One (methadone) and Group Two (drug 
rehabilitation) exhibiting impairments did not significantly differ from each other 
(p= 0.272). Group One (methadone) had a significantly greater number o f impaired 
individuals than Group Three (controls) (p=0.013) although the difference in the 
number o f individuals exhibiting impairments in Group Two (drug rehabilitation) and 
Group Three (controls) did not reach significance (p=0.190).
Word Fluency (controlled oral word association test)
Group One (methadone) had significantly more impaired individuals than Group Two 
(drug rehabilitation) (p= 0.027), and Group Three (controls) (p=0.029). The number 
o f impaired individuals in Group Two (drug rehabilitation) and Group Three 
(controls) did not significantly differ (p= 1.000).
5.10 Relationship between drug history and performance on neuropsvchological tests 
Pearson product moment correlations were conducted to investigate whether the 
performances on the neuropsychological tests were related to the amount of 
methadone, duration of drug abuse or number of drugs previously abused. The results 
can be seen in Table Five below.
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Table Five: Relationship between duration of drug abuse, numbe of drugs previously
abused, dose o f methadone and performance on the range o f neu opsvchological tests
Variable Duration of drug 
abuse
No of drugs 
previously abused
Dose of methadone
Accuracy fi*om TEA r = 0.22 r = 0.08 r = 0.35
Timing from TEA r = 0.36 r = -0 .I9 r = & 24
Map 1 from TEA r = - 0.12 r = - 0.26 r = -0 .19
Map 2 from TEA r = -0 .1 l r = 0.29 r = 0.03
Immediate Figure 
Recall fi-om AMIPB
r=0.07 r = 0.13 r = -0 .24
Delayed Figure 
Recall from AMIPB
r = -0.02 r = 0.23 r = -0.05
Immediate Story 
Recall fi-om AtsilPB
r = -0.03 r = 0.00 r = -0.29
Delayed Story 
Recall from AMIPB
r = 0.07 r = 0.14 r = -0.29
Design Learning 
from AMIPB
r = -0.12 r = 0.10 r = -0 .27
List Learning from 
AMIPB
r = - 0.02 r= -0 .3 2 r = - 0.03
Word Fluency r = 0.18 r = 0.37* r = 0.33
Full Scale IQ r = 0.18 r = 0.06 r =  -0 .42
* p ^ 0 .0 5
The relationship between performance on the word fluency test and the number o f 
substances previously abused was significant at the borderline level (p = 0.052).
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5.11 Summary o f Results
From the above statistics the null hypothesis that there are no long-term neuro­
psychological deficits due to previous or present opiate abuse can be rejected. 
Differences between the groups were observed for performance on one neuro­
psychological test (verbal fluency). The number o f individuals exhibiting impairments 
two standard deviations below the mean on two independent neuropsychological tests 
significantly differed in the three groups, as did the number o f individuals exhibiting 
mild impairments on some individual neuropsychological tests (word fluency, verbal 
memory and attentional switching). There is evidence to accept experimental 
hypothesis one, that neuropsychological deficits are found in both present and 
previous long-term opiate abusers. Significantly more current opiate abusers exhibited 
impairments in word fluency, verbal memory and attentional switching. The 
impairments in verbal memory and attentional switching are also found in previous! 
opiate abusers who have been abstinent for a period of time. There is also evidence 
to accept experimental hypothesis two that abstinent opiate abusers recover from 
neuropsychological impairments. Individuals in Group One (methadone) performed 
significantly poorer on word fluency compared to Group Two (drug rehabilitation) I 
and Group Three (controls) who performed comparably. In addition significantly i 
fewer individuals who were now abstinent firom opiates compared to current opiate 
users exhibited impairments on the word fluency test.
6. DISCUSSION
The discussion will consider the hypotheses that the study aimed to address, and the 
clinical and theoretical implications of the findings. The limitations o f the study and 
ways to address these issues in future research will also be discussed.
6.1 Neuropsvchological deficits following opiate abuse
The first question that the study aimed to address was whether neuropsychological 
deficits occurred following long-term opiate use/dependence. The null hypothesis 
being that no neuropsychological deficits occurred following opiate abuse. Previous 
research into this area had resulted in contradictions in findings. There are a variety of 
possibilities that may account for these contradictory results.
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These include the use o f inadequate control groups, and differences in the timings o f 
the assessments with regard to whether individuals were currently taking opiates or 
were currently in a period o f abstinence. The present study sought to overcome these 
difficulties by using a control group matched for age, sex, estimated premorbid IQ 
and mood disturbance and to compare individuals currently on opiates with those who 
had previously been dependent but who had been abstinent for some length o f time. 
No previous study had compared these subsamples of opiate users.
Analysis of the present results revealed that individuals currently on opiates 
(methadone) performed less well than controls on one neuropsychological test - 
verbal fluency. Therefore there was evidence to reject the null hypothesis and accept 
experimental hypothesis one that neuropsychological deficits occur following opiate 
abuse. This is in agreement with Guerra et al (1987) who also found that current users 
performed less well than controls on a test o f verbal fluency. The study by Guerra et 
al (1987) found that current users also performed significantly less well than controls 
on tests o f memory and attention. The results o f the present study did not find group 
differences for such tests, however significantly more individuals in the methadone 
group than in the control group exhibited mild impairments on a test o f verbal 
memory and on a test o f attention, and more had severe impairments on two or more 
neuropsychological tests. This suggests that current opiate abuse produces 
impairments on these tests and provides further evidence to reject the null hypothesis 
and accept experimental hypothesis one.
The performances o f the individuals on methadone and those in the control group 
may not have significantly differed on other neuropsychological tests for a number o f 
reasons. The first o f these is that some of the control group were taking prescription 
medications, including painkillers containing opiates, that may have compromised 
their neuropsychological performances. Alternatively other significant results may not 
have been detected due to the relatively small number of individuals (especially in the 
control group). The power analysis indicated that only differences o f one standard 
deviation or more would be detected with this sample number.
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It may be that other smaller differences between the samples existed but were not 
detected because o f the relatively small sample.
Rounsaville et al (1981) concluded that current opiate abusers, like individuals with 
epilepsy, exhibited impairments on neuropsychological tests. Similar results were 
found by Strang and Gurling (1989), Omstein et al (1997) and by Grant et al 
(1976; 1978) for polydrug users. The current study agrees with these previous ones, 
with current opiate users exhibiting mild impairments on assessments o f verbal 
fluency, verbal memory and attention. However a later study by Rounsaville, Jones, 
Novelly and Kleber (1982) compared their original data with a group o f controls and 
found no differences on either impairment ratings or mean test scores. Carlin (1986) 
suggested that this may have been due to the control subjects also exhibiting 
impairments. The results o f this present study suggest that this may have indeed been 
the case as, using the same criteria as Rounsaville and colleagues for identification of 
impairments, half o f the control group in the present study exhibited mild 
impairments.
In contrast to the above studies Fields and Fullerton (1975), Bruhn and Maage (1975) 
and Brandt and Doyle (1983) all concluded that opiate abuse did not lead to 
significantly poorer performance on neuropsychological tests. The results from the 
second area of enquiry in this study, whether neuropsychological performance 
improves following cessation of opiate abuse, helps to explain the contradictions in 
the literature and the conclusions drawn by the latter two studies. The results fi-om the 
present study did not find any significant differences in the performances o f previous 
opiate abusers who were now abstinent and controls. This suggests that the poor 
performance in verbal fluency exhibited by current opiate abusers improves during a 
period o f abstinence therefore providing evidence to reject the null hypothesis and 
accept experimental hypothesis two that neuropsychological deficits are recoverable 
after a  period o f abstinence. The studies by Bruhn and Maage (1975) and Brandt and 
Doyle (1983) both assessed individuals in such a period of abstinence,
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Therefore if  these individuals had originally been performing less well than controls 
on neuropsychological tests, these may not have been detected at the time o f the 
assessment as their performances may have already improved. In addition to failing to 
find group differences in neuropsychological performance, Brandt and Doyle did not 
find any differences in the number o f individuals in their experimental and control 
groups exhibiting neuropsychological impairments. The results o f the present study 
do not agree with this, as significantly more previous opiate addicts than controls 
exhibited mild impairments in verbal learning and attention. There was no difference 
in the number o f individuals in these two groups exhibiting impairments in verbal 
fluency. The discrepancy between the present results and those o f Brandt and Doyle 
may be due to a number of reasons. The first o f these is that the two studies utilised 
different criteria to indicate impairments. The present study used a cut-off criteria of 
one standard deviation below the mean, whereas Brandt and Doyle utilised cut-offs 
that were more than two standard deviations below the mean. An alternative reason 
for the discrepancy between the present results and those of Brandt and Doyle’s is 
that, as the authors suggest, the individuals in their experimental group may not have 
been exhibiting impairments as they had not consumed a sufficient quantity o f opiates 
and other drugs. This seems to be a reasonable explanation, as individuals were 
included in Brandt and Doyle's study if  they had taken drugs on a regular basis for at 
least six months. In comparison the individuals in the present study had taken drugs 
on a regular basis for at least three years, many for much longer. In addition there was 
a significant relationship between the number o f substances previously abused and 
performance on the word fluency test. It is known that the amount o f neurotoxic 
damage varies with the amount of exposure (Hartman, 1995). The amount o f drug 
exposure required before neuropsychological deficits occur is an area for future 
research to address.
As the present study demonstrates the timing of neuropsychological assessments 
following opiate abuse will affect the results obtained. This finding helps to explain 
the conclusions drawn by Bruhn and Maage (1975) and Brandt and Doyle (1983).
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The present results also suggest that the improvements in neuropsychological 
performance observed in the study by Guerra et al (1987) were due to the reduction in 
drug exposure rather than being due to practice effects. However the present results 
do not explain why Fields and Fullerton (1975) did not find differences in neuro­
psychological performance between current opiate abusers and controls. However it is 
possible that the individuals in their study had also not consumed sufficient quantities 
o f opiates to affect neuropsychological performance. All the individuals in the study 
by Fields and Fullerton were young and had been taking heroin only whilst fighting in 
the Vietnam war. The study did not provide data on the average length o f drug 
consumption.
The results o f the present study, in terms o f the number o f previous and present opiate 
users who exhibit neuropsychological impairments, are broadly in agreement with 
previous research by Grant and Judd (1976) and Grant et al (1978). However it is 
difficult to compare the exact percentages as the individuals in the latter two studies 
included both previous and present drug users. Future research should continue to 
distinguish between these two populations and provide further information on the 
numbers in each population who exhibit neuropsychological impairments.
Therefore it appears that the results o f the present study go someway to explaining the 
previous discrepancies in the literature. Present opiate abuse significantly lowers an 
individual's performance on at least some neuropsychological tests. This appears to 
improve with a period o f abstinence. However mild impairments continue to be 
exhibited by both past and present opiate users. Therefore there is evidence to reject 
the null hypothesis and to accept both experimental hypotheses one and two. These 
results, demonstrating that previous and present opiate use leads to neuro­
psychological impairments, also support the conclusions drawn by Strauss et al 
(1979), Wilson et al (1979) and Hatcher and Bums (1980) that pre-natal exposure to 
opiates contributes to developmental difficulties in children. The present results 
suggest that the difficulties observed in the children are unlikely to be attributed to 
poor parenting alone.
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Future research, however, needs to address the relative contribution o f these factors as 
well as examining whether, like with drug exposure during adulthood, improvements 
occur following cessation o f exposure to the drug.
There are however many questions regarding the neuropsychological consequences of 
opiate abuse that remain unanswered. The timing of the improvement in neuro­
psychological performance is unknown, as is the question of whether the remaining 
mild impairments identified in previous opiate users will improve as the time 
abstinent from drug abuse increases.
6.2 Theoretical Implications
The results o f the current study indicate that present opiate abusers exhibit reduced 
performance compared to controls in verbal fluency, and mild neuropsychological 
impairments in verbal fluency, verbal memory and attention. Previous opiate abusers 
exhibit impairments in verbal memory and attention. There is increasing evidence 
that verbal fluency is a multifactorial task. Verbal fluency has been found to load on 
verbal knowledge (des Rosiers and Kavanagh, 1987), naming, problem solving, 
sequencing, perseveration and measures o f memory (Crockett, 1996: cited in Spreen 
and Strauss, 1998). Verbal fluency also appears to measure how well an individual 
can 'switch' attention between different semantic and phonetic 'clusters' o f words 
(Troyer, Moscovitch and Wincour, 1997). The production of clusters appears to be 
related to temporal lobe processes such as verbal memory, whereas switching appears 
to rely on frontal lobe processes such as cognitive flexibility, shifting and attention 
(Troyer, Moscovitch and Wincour, 1997). Therefore the areas of cognition found to 
be impaired following long-term opiate abuse appear to be related to each other. 
However the mechanisms by which these impairments occur remain unknown. A 
number o f possible mechanisms exist, including biochemical, structural and 
functional interactions (Spencer, 1990). The present study cannot help to clarify 
which o f these has occurred. The previous study by Strang and Gurling (1989) 
identified structural changes, identified by CT scans, in the majority of their sample. 
However these structural changes did not correlate with the observed neuro­
psychological impairments.
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It is also known that opioids act on receptors located on the membranes o f neurons 
within the brain (Jaffe, 1991) and that these neurons are found distributed throughout 
the brain. Opiate abuse results in changes in the dopamine receptors within the brain 
and the frontal cortex is innervated by dopamine projections, and as such its normal 
operation is dependent on an intact and normally responsive dopamine transmission 
system. Therefore if the dopamine supply to the frontal cortex changes during opiate 
abuse the frontal brain activity will not occur in the normal way. This may account for 
the observed impairments in attention and verbal fluency. Therefore it may be that 
there are a number o f mechanisms taking place within the brain following opiate 
abuse. Future research involving the use o f functional imaging is warranted as is 
research into which process o f verbal fluency, switching and/or clustering becomes 
impaired following long-term opiate abuse.
6.3 Clinical Implications
A significant number o f both present and previous opiate abusers have mild 
impairments in neuropsychological functioning. A careful examination o f the data 
reveals that half o f the individuals in both the methadone and the drug rehabilitation 
groups exhibited mild impairments on five or more o f the neuropsychological tests. 
One individual in the methadone group exhibited impairments on all o f the neuro­
psychological tests and one on all but two o f the tests. Neither o f these were the 
individuals who were also taking anti-depressant medication. Mild impairments in 
one or two areas o f neuropsychological functioning may not be detrimental to an 
individual's overall performance. However impairments in a number of areas may 
lead to difficulties in certain areas o f cognition, a fact that has a number of 
implications for the management and treatments of such individuals. Individuals who 
have previously abused illicit drugs may be offered a number o f treatment strategies, 
including methadone maintenance, drug counselling, CBT or psychotherapy. These 
treatments might aim to address the prevalent addiction as well as symptoms, such as 
anxiety and depression, that occur in non-addicted populations.
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There is some evidence to suggest that additional treatments such as CBT improve 
treatment outcome (Woody et al, 1983; 1987) however other studies (Rounsaville et 
al, 1983) do not support these findings. Although one cannot be sure what caused 
such discrepancy in findings, it is possible that the participants in the study by 
Rounsaville et al (1983) were exhibiting widespread neuropsychological impairments 
and so were able to make less improvement with the treatment on offer. Neuro­
psychological impairments will also have implications for some of the other possible 
treatment strategies. Methadone maintenance may prevent recovery in neuro­
psychological performance, and many of the other interventions rely on the 
presentation, processing and remembering o f information, which may well be 
compromised due to the opiate abuse. Therefore in order to achieve better treatment 
outcomes therapists may need to change/modify some of their techniques and match 
treatment techniques to individual needs (Weinstein and Shaffer, 1993). There are a 
number o f techniques that therapists can utilise in order to help neuropsychologically 
impaired individuals make the most o f interventions. Weinstein and Shaffer (1993) 
suggest that writing down critical information and teaching compensation skills may 
be beneficial. Morse and Montgomery (1992) have summarised a number o f ways of 
augmenting contemporary treatments for use with brain injured individuals and 
Weinstein and Shaffer suggest adopting these for substance abuse individuals. In 
order to choose the correct cognitive strategies and modify treatment in the most 
helpful way, individuals would require a neuropsychological assessment. This would 
allow for the identification o f both strengths and weaknesses and allow for neuro­
psychological data to be integrated with other information including medical, social 
and educational histories (Weinstein and Shaffer, 1993). Failure to do this may lead to 
incomplete formulations and result in individuals who fail to make progress being 
labelled as difficult and unmotivated (Weinstein and Shaffer, 1993; Fals-Stewart et al, 
1994). However not every individual in the present study who had previously abused 
opiates exhibited widespread impairments. Therefore assessing every individual prior 
to treatment seems unnecessary. Rather some form o f screening for the identification 
of such deficits seems more appropriate. It may be that simply asking these 
individuals whether they have noticed any difficulties with their memory and 
concentration may be sufficient.
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The individuals who agreed to participate in this study may have done so as they had 
some concerns about their cognitive abilities. Alternatively a short screening test 
could be utilised/developed. In addition to helping to modify treatment neuro­
psychological information would be useful to both the patient and their family, as it 
may explain some of the current difficulties being experienced. Therefore it seems 
that in order to give the maximum help to some individuals who have previously 
abused opiates, access to neuropsychological services is essential. In addition such 
access may need to be continuous, as multiple consultations may be necessary in , 
order to monitor improvements occurring over time. Information from these repeated 
assessments/consultations will enable treatments to be continually updated and 
provide feedback to these patients on their recovery from neuropsychological 
impairments. It appears that access to such services carmot be assumed to be possible 
in practice. Rather referrals are only made to neuropsychologists when therapists 
question the possibility o f neuropsychological impairments as a reason for a patient 
failing to progress (Miller, 1985). Developments within substance abuse services 
should consider the availability of neuropsychological input at an earlier stage in 
treatment. Although this may have a financial implication it may result in increased 
treatment efficiency, with certain individuals less likely to relapse and requiring less 
time within addiction services.
6.4 Limitations to present study
There are a number of limitations o f the present study that require discussion. Each o f 
these will be considered in turn.
Heterogeneity of the samples
The three experimental groups were matched according to age, premorbid general 
intellectual functioning and measures of current mood states. However the standard 
deviations of these variables were quite large, which may have introduced unexpected 
variations into the data. A similar issue arises with matching the two experimental 
groups in terms of the number of drugs previously abused and the duration of 
previous drug abuse.
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Ideally participants should have been matched on a case by case basis for age, sex, 
premorbid general intellectual functioning, mood, and where appropriate, drug 
histories. However this was not possible given the time constraints of the present 
study, the relatively small sample populations from which the participants were 
drawn and the difficulties experienced with recruiting participants from this clinical 
population. There was also considerable variation in the amount of methadone 
prescribed and the duration of such treatment for the individuals receiving methadone 
maintenance. The individuals in the drug rehabilitation organisations differed in their 
duration of abstinence from drugs. It is known that the amount o f neurotoxic damage 
varies with the amount o f exposure (Hartman, 1995). If such variability could be 
controlled in future research, then further information regarding the optimal amount 
of methadone to be aimed for in maintenance treatment and the course o f recovery 
following abstinence from opiates may become available.
Sample sizes
The sample sizes in all three groups are relatively sm all Statistical power o f at least 
0.7 is achieved for comparisons between the tv ,''0  experimental groups but not for 
comparisons with the control group. This implies that, at best, there is a 70% chance 
of appropriately rejecting the null hypotheses (that is observing a true difference 
between the groups). However this also means that there is at least a 30% chance o f 
failing to observe a statistical difference between groups when such a difference does 
exist. This must be borne in mind when reporting these results. If the sample sizes had 
been larger there would have been a greater likelihood o f observing statistical 
differences between groups, especially for comparisons involving the control group. 
This may have resulted in statistical differences between groups being observed for 
performance on some o f the other neuropsychological tests. However recruiting 
participants from this speciality (addiction) has proved to be particularly difficult, 
especially for individuals living in the community receiving methadone maintenance 
treatment. This may partly explain why few previous studies in this area have been 
conducted. One previous study (Grant et al, 1976) reported a .100% volunteer rate, 
however the individuals were all in-patients and all received some money in return for 
taking part in the study.
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The present study found that individuals living in the drug rehabilitation organisations 
were easier to recruit than individuals receiving methadone maintenance in the 
community. Therefore the difficulties in recruiting individuals receiving methadone 
maintenance appear to be due to the nature o f the sample (out-patients) and the fact 
that they were not offered any incentive for taking part in the project. Although 
offering incentives such as money may be difficult ethically (the money may be used 
to buy illicit drugs) there are other incentives that could be considered, such as 
offering telephone cards in return for participation. Future studies need to consider 
this issue in order to recruit larger sample sizes. A larger control group may have been 
recruited if  more time was available and if  they too had been offered an incentive for 
participation. One final point to note is that all the participants were volunteers. This 
is often the case with research into illicit drug abuse (Newcombe and Rentier, 1987; 
1989). Different results may have been achieved if  it had been possible to conduct the 
assessments on all the individuals using the drug services.
Drug Usage
In terms o f drug dependency it cannot be certain that the two experimental groups 
were equivalent in terms o f opiate dependence. It is likely that those individuals on 
methadone maintenance treatment were indeed dependent on opiates. There is less 
certainty regarding those individuals in the rehabilitation houses. However as Ghodse 
(1995) points out, by the time that most individuals seek help for their drug abuse 
those that have abused opiates have become dependent. Ghodse also notes that the 
residents o f therapeutic communities, such as those used in this study, usually have a 
long history o f drug abuse and dependence. A second issue related to drug use is that 
a number o f the individuals who were assessed for this study had previously 
consumed quantities of alcohol, a substance which is known to produce cerebral 
deficits. Therefore some o f the impairments identified in this study may have been 
due to alcohol as opposed to opiate/polydrug abuse. Grant et al (1976) suggested that 
comparing polydrug users against a group o f previous alcoholics who have had little 
experience with other drugs would help to clarify this situatiçn.
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Such a study has now been completed by Bondi, Drake and Grant (1998) who found 
that polydrug users performed significantly worse than chronic alcoholics on verbal 
memory and learning tasks.
Cross Sectional Design
There are difficulties with the cross sectional design employed in this study. 
Individuals were only studied at one point in time. This means that it is unknown 
whether the neuropsychological impairments observed were present before the drug 
abuse took place. It is of course possible that these neuropsychological difficulties 
existed before the drug abuse and that the difficulties individuals were experiencing 
in some way contributed to the drug seeking behaviour. As Carlin (1986) points out 
an individual’s developmental history can act independently or interact with future 
drug abuse. This issue could only be addressed by longitudinal research, which may 
prove difficult in this clinical population.
6.5 Future Research
There are a number o f issues that future research into this area needs to address. 
Perhaps one o f the most important o f these is longitudinal research designs. This 
would allow for the recovery of neuropsychological deficits to be monitored over 
time and would help eliminate what Grant et al (1980) refer to as the latent and occult 
periods following substance abuse. Another important issue is the nature o f  the drug 
abuse in this sample, which does not allow neuropsychological deficits to be 
attributed solely to opiate abuse. A possible sample that would help in clarifying this 
point would be comparison with a group o f individuals who have only abused opiates. 
One such group o f individuals would be those who have abused codeine phosphate 
(cough syrup). In addition it would be advantageous if  comparisons could be made 
with a control group who, although matched in terms o f mood disturbance, were not 
on any medications. Individuals from psychological services for pain remain one 
possibility, but individuals from community mental health services who are 
experiencing mild symptoms o f anxiety and depression may ^Iso be considered. The 
present study employed a limited test battery.
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Rounsaville and colleagues (1981) highlight that the choice o f tests may limit the 
results and that some areas of impairments may remain unidentified. The results of 
the present study indicate that following opiate abuse, one area of executive 
functioning becomes impaired. Future studies into this area could consider expanding 
the battery to include more tests thought to be sensitive to executive functions. 
Possible tests to consider are the Stroop Test, the Trail Making Test, the Behavioural 
Assessment o f Dysexecutive Syndrome and the Wisconsin Card Sorting Test. Another 
alternative to consider may be the inclusion of computerised tests which have the 
advantage over traditional paper and pencil tests o f being able to reliably measure 
response latencies in milliseconds. Finally initial research by Fals-Stewart and 
Lucente (1994) indicated that when treatments include cognitive remediation 
techniques, benefits occur. Future research should continue to compare traditional 
treatment strategies against treatments where neuropsychological input has been 
available and techniques have been modified accordingly.
CONCLUSION
The present study has sought to overcome some o f the methodological difficulties in 
studying the neuropsychological consequences o f opiate abuse. This has included 
comparison with a group o f individuals experiencing similar psychopathology as 
those with addiction problems, excluding individuals who have experienced 
substantial head injuries, and separating present and previous drug users. The results 
suggest that both present and previous drug abuse leads to neuropsychological 
impairments, some o f which recover during abstinence. However the long-tenn 
effects o f opiate abuse require fiirther research and longitudinal studies would help to 
answer many o f the remaining issues. Larger sample sizes are also required, a 
problem that is especially difficult with this clinical population. Such research is 
important as the prevalence of opiate abuse remains high.
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M E N T A L  H E A L T H  S E R V I C E S  N H S  T R U S T
Springfield University Hospital 
61 Glenbumie Road 
London SW17 7DJ
Tel: 0181 672 9911 
Ext:
Fax:
Direct Line:
INFORMATION FOR VOLUNTEERS
A STUDY OF ATTENTION, MEMORY AND LEARNING 
FOLLOWING HEROIN USE
In this study we are hoping to find out about some of the problems people 
experience following use of drugs, especially heroin. In particular 
individuals often report problems with memory and concentration. It is 
hoped that the findings of this study will lead to better ways of helping 
people with drug problems in the future.
If you agree to take part in the study we would like to meet with you to 
find out some background information such as your age, schooling and 
occupation. We would then ask you to complete some tests, for example 
on memory and concentration. Each task will be explained to you and they 
should not take longer than about one and a half hours.
If you agree to take part in this study you can change your mind at any 
time and decide not to continue without having to explain why. Any 
medical treatment you may be receiving will be unaffected by your 
decision whether to take part or not. All the information you give will be 
confidential and will not be used for anything else.
The Local Research Ethics Committee has approved this project
In A ssociation with
St. G eorge’s H ospital M edical School
PA TH  F I N D E R Springfield University Hospital 61 Glenbumie Road
M ENTA L HEALTH SE R V IC ES N H S T R U ST  London SW 17 7DJ
Tel: 0181 672 9911 
Ext:
Fax:
Direct Line:
INFORMATION FOR VOLUNTEERS
A STUDY OF ATTENTION, MEMORY AND LEARNING 
FOLLOWING HEROIN USE
In this study we are hoping to find out about some of the problems people 
experience following use of drugs, especially heroin. In particular 
individuals often report problems with memory and concentration. To find 
out exactly what these problems are it would be useftil to have some 
information on the memory and concentration of people, such as yourself, 
who have not taken drugs on a long term basis. It is hoped that the 
findings of this study will lead to better ways o f helping people with drug 
problems in the future.
If you agree to take part in the study we would like to meet with you to 
find out some background information such as your age, schooling and 
occupation. We would then ask you to complete some tests, for example 
on memory and concentration. Each task will be explained to you and they 
should not take longer than about one and a half hours.
If you agree to take part in this study you can change your mind at any 
time and decide not to continue without having to explain why. Any 
medical treatment you may be receiving will be unaffected by your 
decision whether to take part or not. All the information you give will be 
confidential and will not be used for anything else.
The Local Research Ethics Committee has approved this project
In A ssociation with
St. G eorge’s H ospital M edical School
M E N T A L  H E A L T H  S E R V I C E S  N H S  T R U S T
Springfield University Hospital 
61 Glenbumie Road 
London SW17 7DJ
Tel; 0181 672 9911 
Ext:
Fax:
Direct Line:
CONSENT FORM FOR VOLUNTEERS
I(name).....
of(address).
have read and understood the "Information for Volunteers" which 
describes the research project and have been given a copy of this to keep.
I understand that I am entering this project of my own free will and am 
free to withdraw from this study at any time without necessarily giving 
any reasons, and without prejudice to my care/medical treatment.
I understand that all information for the study will remain confidential
Signed.
In A ssociation  with
St. G eorge’s H ospital M edical School
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)
SUBSTANCE ABUSE ASSESSMENT QUESTIONNAIRE
Name of interviewer:
INDEX NO 
STUDY NO 
CARD NO
1-5
6-7
8 - 9[0 ] [1 ]
1. Date of Interview: ( ] ( 3 ( 3 C ] ( 3 ( 3 10-15
2. Place of Interview: [ 3 -16
1 Treatment Centre
2 Hospital
3 Home
4 Other (specify):
3. Date of Referral: ( 3 [ 3 [ 3 ( 3 ( 3 ( 3 17-22
K //A4. Client's Name:. . .. .v/................. ( 3 [ 3 23-24
5.- Client * s Address :.. ....  W / p F .................
I i ( 1 Î 3 ( 3 ( 3 (. .3 2 5 r 3 0
Tel NO:............ .
Post Code: . . . A.
Copyright:: Chodse.A.H (Drugs and Addictive Behaviour A Guide To Treatment, 19 94,2nd Edition,Blackwell 
cicntlfic Publications) Centre for Addiction Studies. St.George's Hospital Medical School, London, United 
Kingdom
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6 . Client's Sex
1 Male 2 Female
7. Client's date of birth:
( ] - 3 1
t ' 3 t 1 M  [ ] 32-37
99 99 99 = Not Known
8- Client's age: [ 3 ( ] 38-39
9. Ethnic group:
0,1. White
02 Indian
03 Pakistani
04 Bangladeshi
05 Chinese
*Specify.
( 3 ( 3  40-41
06. Black Caribbean
07. Black African
08. Black Other*
09. Other*
99. Not Known
10
11
Marital status:
1 Single
2 Married/Cohabiting
3 Separated
4 Divorced
5 Widowed
9 Not Icnown
Number of children:
( 3 -42
( 3 ( 3  43-44
12 Ages of children to nearest whole 
year: 45-46
47-48
49-50
51-52
53-54
fcvfo,^03ces
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13- Does client have a . . . . . W  / ^
1 Yes 2 No 8 Net applicable 9 Not known
Family Doctor ( ] - 5 5
Social Worker ( ] - 5 5
Probation Officer ( ] - 5 7
Other Professional Care Worker, ( ] -58
Please Specify...............................
Name and address of key person:
Tel :.............................
14. Source of Referral: K/'/A C 3 [ ] 59-60
01 Self
02 Family/Friend/Cohabitee
03 Family Doctor/Community Health Centre
04 Accident&Emergency/Hospital
05 Other Drug Clinic
06 Psychiatric Service
0 7 Police
08 Probation/Courts/Lawyer
09 Social Services
10 Voluntary Agency/Hostel
11 Other (Specify)...............................
99 Not Known
5. Current Living Arrangements: ( 3 ( 3  -61
01 Alone
02 With Spouse or partner
03 With Spouse/Partner and children
04 Self and children
05 Friends/Hostel
06 Parents
07 Other (Specify).............................
.99 Not Known
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16. Type of accommodatien aC address: ( 1 [ ] 62-63
01 Parental home
02 Owned by Client and/or his/her spouse/partner
03 Rented house/flat
04 Squat
05 Hospital
06 Therapeutic Community
07 Probation Hostel
08 Prison
09 No fixed abode
10 Other (Specify)................ ..............
99 Not Known
17- Education - Number of years of schooling completed
! [ ] [ ] 64-65
88 Still attending 
99 Not Known
18- Schooling: [ ] -66
1 No formal education ■
2 Special Educational Needs ;
3 No Qualifications
4 High School Qualifications
5 Professional Qualifications
6 Degree/Diploma
19. Occupational Status: ( 3 C ) 67-68
01 Unemployed
02 Employed
03 Self-employed
04 Child care/Housewife
05 Student
06 Armed Forces
07 National Service
08 Retired
- 09 Voluntary Wor)c
10 Other (Specify)..............
99 Not Known
2 0 .  C u r r e n t / u s u a l  j o b ............................   .    * (  1 [  3 6 9 - 7 0
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21
22
Longest period of unemployment:
years 
( I ( ]
88 Not applicable(still at school/college) 
99 Not known
Longest period in same job:
years
( ] [  3
months
C 3 [ 3 71-74
months
( ] ( ] 75-78
88 Not applicable(still at school/never employed) 
99 Not known
INDEX NO: £ ] ( ] ( 3 C ] [ 3 1-5
STUDY NO: £ 3 C 3 6-7
CARD NO; £03 £23 *8-9
23. How many jobs has Client had since leaving school?
number ( 3 [ 3 10-11
88 Not applicable (still at school/college)
99 Not known 
00 Never employed
24. Reason for attendance W/A
1 Yes 2 No 8 Not Applicable
Financial
Job
Family/Relationships
Medical
Psychological
Housing
Pregnancy
Accident and Emergency 
Needle Exchange
Other (Specify)....................
9 Not Known
-12
-13
-14
-15
-16
-17
-18
-19
-2 0
-2 1
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25. Are there any other Agencies involved with the Client? t \ f  I
C 1 -22
1 Yes 2 No 8 Not Applicable 9 Not Known 
If Yes, specify........................................
26. Has Client received treatment for their drug use before?
( ] -23
1 Yes 2 No 8 Not Applicable 9 Not Known
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S a r d
Substance Profile:
# 0 0
1
-
X.ÏC5
2.Mo
3.Mot 
known
ee.Mover 
used 
SO.Hii 
used, 
but age 
unknown 
99-Mot 
known
X.Once or 
twice
2.<fiaths
3.T«ths- 
Xyr
4-2-5yrs
5.6-XOyrs
€.>XOyrs
8.M/A
9.Mot 
known
1.Mo use
2.Less than 
once
per week 
3.Once per 
week 
or more 
S.Once 
daily 
4.2/3 times • 
daily 
5.4 or more 
times 
daily
8.M/A
9.Mot known
l.Oral 
2.Smoked 
3.Injected 
4.Sniffed/ 
Snorted 
5.Other 
routes 
G.M/A 
9.Mot 
known
X .Illicit
2.Private 
doctor
3.Family 
doctor
4. Hospital 
doctor
5.Other 
doctor
fi.OTC/Legal
purchase*
8.M/Â
9.Mot known
1
!
H eroin. C J ( 3( 3 ( 3 ( 3 ( 3 ( 3 10-1
Kethadone ( J ( 3 ( 3 ( 3 ( 3 ( 3 ( 3 17-2
O ther O piates 
S p ec ify ;
[ 3 ( 3 ( 3 ( 3 ( 3 ( 3 ( 3 24-3
B a rb itu ra te s ( 3 1 ( 1 ( 3 ( 3 ( 3 ( 3 ( 3 31-3
B enzodiazepines ( 1 i  ( 3 ( 3 (  3 (  3 (  3 ( 3 38-4
O ther S ed ativ es 
S p ec ify :
(  3 (  ] (  3 (  3 [  3
Î
1
(  3
1
(  3 45-5
. A n tid ep re ssan ts
ni3.jox. .. .....
t r a n q u i l l i s e r s
S p ec ify :
(  3 (  ] (  3 (  3 (  3
.. .
(  1 (  I 52-5
Cocaine ( 3 ( H ] { 3 ( 1 (  1 i ] 59-6
Araphecaraines ( I ( )( 3 ( 1 ( 3 ( j 66-7
O ther S tim u lan ts 
S p ec ify : '
( 1 ( : : 1 ( 3 ( I
1
( 3 I : 72-7
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INDEX.NO C 1 ( 1 ( ] C J [
STUDY NO [ 1 ( 1
CARD NO (0] [4 ]
1 - 5
6 - 7
8 - 9
@ 0 0 ^ #
X.Yes
2.Ko
3. Hot 
known
88.Never 
used 
90.Bis 
used, 
but age 
unknown 
99.Hot 
known
1.Once or 
twice 
2.<6aths 
3.7mths- 
lyr 
4.2-5yrs
5.G-lOyrs
6.>10yrs 
8-K/A
9.Hot 
known
1.Ho use
2.Less than 
once
per week 
3.Once per 
week 
or more 
S.Once 
daily 
4.2/3 times 
daily 
5.4 or more 
tines 
daily
8.K/A
9.Hot known
l.Oral 
2.Smoked 
3.Injected 
4.Sniffed/ 
Snorted 
5.Other 
routes
8.M/A
9.Hot 
known
1.Illicit
2.Private 
doctor
3.Family 
doctor
4.Bospital 
doctor
5. Other 
doctor
S.OTC/Legal
purchase*
G.M/A
9.Mot known
Cannabis [ ] ( ] [ 1 ■ ( 3 ( 3 ( 3 ( 3 10-1
Hallucinogens [ ] ( H I ( 3 ( 1 ( 3 C 3 17-2
.Solvent/
Inhalants
{  ] ( 3 ( 3 ( 3 ( 3 ( I ( 3 24-3
.Alcohol ( ] ( 3 ( 3 ( 3 ( 3 ( 3 ( 3 31-3
.Tobacco • ( ] ( 3 ( 3 ( 3 ( 3 ( 3 ( 3 38-4
;.Other, Specify:
( 1 ( 3 ( 3 ( 3 ( 3 ( 3 ( 3 45-5
m
1
2. How were you introduced to drug taking?
Partner
Sibling
Friend or acquaintance 
Parent or relative 
Drug dealer
Doctor (include therapeutic addicts) 
Other (please specify)
[ ] -52
Not Known
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KationsI AduË Raading Test (I Ld RT)
Name:
S IN i  |-J:t nT
Answer/Record Sheet
..............................  Date of test:
Errors Errors
CHORD
ACHE
DEPOT
AISLE
BOUQUET
PSALM
CAPON
DENY
NAUSEA
DEBT
COURTEOUS
RAREFY
EQUIVOCAL
CELLIST
FACADE
ZEALOT
ABSTEMIOUS
DETENTE
IDYLL
SUPERFLUOUS
SIMILE
BANAL
QUADRUPED
DRACHM
1 AEON
PLACEBO
NAIVE PUERPERAL
CATACOMB AVER
GAOLED GAUCHE
THYME TOPIARY
HEIR LEVIATHAN
RADIX BEATIFY
ASSIGNATE PRELATE
HIATUS SIDEREAL
SUBTLE DEMESNE
PROCREATE SYNCOPE
GIST LABILE
GOUGE CAMPANILE
Illegal photocopying is theft and may result in prosecution.
Obtained WAIS/WAIS-R results*
Full scale 10 Verbal IQ Performance 10
MART error score
Predicteid IQ Predicted- 
obtained IQ
Abnormality
(%)
Full scale IQ
Verbal IQ
Performance IQ
NART + Schonell error score
Predicted IQ Predicted- 
obtained IQ
Abnormality
(%)
Full scale IQ
Delete as appropriate
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N FER -NELSO N
I N F O R M I N G  Y O U R  D E C I S I O N S
I t l H ,
GENERAL HEALTH  
QUESTIONNAIRE
GHQ28
David Goldberg
3ase read th is carefully.
We should like to know if you have had any medical complaints and how your health has been in 
neral, over the past few  weeks. Please answer ALL the questions on the following pages simply by 
iderlining the answer which you think most nearly applies to you. Remember that we want to know 
out present and recent complaints, not those that you had in the past.
It is important that you try to answer ALL the questions.
Thank you very much for your co-operation.
ive! you recently
1 - been feeling perfectly well and in Better Same Worse Much worse
good health? than usual as usual than usual than usual
I - been feeling in need of a good Not No more Rather more Much more
tonic? atall than usual than usual than usual
1 - been feeling run down and out of Not No more Rather more Much more
sorts? atall than usual than usual than usual
felt that you are ill? Not No more Rather more Much more
atall than usual than usual than usual
) — been getting any pains in Not No more Rather more Much more
your head? atall than usual than usual than usual
5 — been getting a feeling of tightness Not No more Rather more Much more
or pressure in your head? atall than usual than usual than usual
r - been having hot or cold spells? Not No more Rather more Much more
atall than usual than usual than usual
lost much sleep over worry? Not No more Rather more Much more
atall than usual than usual than usual
! - had difficulty in staying asleep Not No more Rather more Much more
once you are off? atall than usual than usual than usual
\ - felt constantly under strain? Not No more Rather more Much more
atall than usual than usual than usual
[ - been getting edgy and Not No more Rather more Much more
bad-tempered? atall than usual than usual than usual
> — been getting scared or panicky Not No more Rather more Much more
for no good reason? atall than usual than usual than usual
) — found everything getting on Not No more Rather more Much more
top of you? atall than usual than usual than usual
r _ been feeling nervous and Not No more Rather more Much more
strung-up all the time? atall than usual than usual than usual
Cl -  been managing to keep yourself More so Same
busy and occupied? than usual as usual
Rather less Much less 
than usual than usual
02 -  been taking longer over the things Quicker Same
you do? than usual as usual
Longer Much longer
than usual than usual
03 -  felt on the whole you were doing Better About Less well Much
things well? than usual the same than usual less well
0 4 — been satisfied with the way 
you've carried out your task?
More
satisfied
About same 
as usual
Less satisfied 
than usual
Much less 
satisfied
05 -  felt that you are playing a useful 
part in things?
More so 
than usual
Same 
as usual
Less useful 
than usual
Much less 
useful
06 -  felt capable of making decisions 
about things?
More so 
than usual
Same 
as usual
Less so 
than usual
Much less 
capable
07 -  been able to enjoy your normal 
day-to-day activities?
More so 
than usual
Same 
as usual
Less so 
than usual
Much less 
than usual
D1 -  been thinking of yourself as a 
worthless person?
Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
D2 -  felt that life is entirely hopeless? Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
D3 -  felt that life isn't worth living? Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
D4 -  thought of the possibility that you 
might make away with yourself?
Definitely
not
1 don't 
thinkso
Has crossed 
my mind
Definitely
have
D5 -  found at times you couldn't do 
anything because your nerves 
were too bad?
Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
D6 -  found yourself wishing you were 
dead and away from it all?
Not
atall
No more 
than usual
Rather more 
than usual
Much more 
than usual
D7 -  found that the idea of taking your
own life kept coming into your mind?
Definitely
not
1 don't 
thinkso
Has crossed 
my mind
Definitely
has
B C D TOTAL
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Hospital Anxiety and 
Depression Scale (HADS) NFER-NELSONINF OKMINe  YOUR OCCISIONS
Name: Date:
Clinicians are aware that emotions play an important part in most illnesses. If your 
clinician knows about these feelings he or she will be able to help you more.
This questionnaire is designed to help your clinician to know how you feel. Read each 
item below and underline the reply which comes closest to how you have been feeling 
in the past week. Ignore the numbers printed at the edge of the questionnaire.
Don’t take too long over your replies, your immediate reaction to each item will 
probably be more accurate than a long, thought-out response.
I feel tense or ‘wound up’
Most of the time
A lot of the time
From time to time, occasionally
Not at all
I still enjoy the things I used to enjoy
Definitely as much 
Not quite so much 
Only a little 
Hardly at all
I get a sort of frightened feeling as if 
something awful is about to happen
Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn’t worry me 
Not at all
I can laugh and see the funny side of things
As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all
Worrying thoughts go through my mind
A great deal of the time 
A lot of the time 
Not too often 
Very little
I feel cheerful
Never 
Not often 
Sometimes 
Most of the time
I can sit at ease and feel relaxed
Definitely 
Usually 
Not often 
Not at all
0
5
1
I feel as if I am slowed down
Nearly all the time 
Very often 
Sometimes 
Not a t all
I get a sort of frightened feeling like 
‘butterflies’ in the stomach
Not at all 
Occasionally 
Quite often 
Very often
I have lost interest in my appearance
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever
I feel restless as if I have to be on
the move
Very much indeed 
Quite a lot 
Not very much 
Not a t all
I look forward with enjoyment to things
As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
I get sudden feelings of panic
Very often indeed 
Quite often 
Not very often 
Not at all
I can enjoy a good book or radio or 
television programme
Often 
Sometimes 
Not often 
Very seldom
Now check that you have answered all the questions
aH dT
TOTAL
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_________________________________________ Research Chapter: Large Scale Research Project
Q uestionnaire establishing landmarks to estimate post-traumatic amnesia
retrospectively
1. Date o f injury
2. A & E ....................................................................................................................Hospital
ICU............................................   Hospital
from.......................................................... to.......................................  (_days)
NSU....................................................................................................................Hospital
from.......................................................... to..................................................( days)
DGH...........................................................       Hospital
from..........................................................to..................................................( days)
Rehab Unit........................................................................................................... Hospital
from.......................................................... to................................................. ( days)
3. Date o f discharge (going home)............................................................. ...
4. Special Events  (birthday)
 ( )
 ( )
5. Do you remember
being taken to hospital ( )
being in casualty ( )
being in intensive care unit ( )
being on the ward NSU / DGH / rehab ( )
being taken to other hospital ( )
going home from hospital ( )
special event (birthday / Xmas) ( )
PTA = hours. .days...............................months
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Research Chapter: Lar^e Scale Research Project
Opiate Withdrawal
Opiate Withdrawal Symptom Questionnaire*
Patient’s name: Patient study n o .
Please rate the absence or presence o f the following sym p tom s over the past 2 4  
hours using the following scale at approximately the sam e tim e each  day.
Scale 0  =  n on e /n ot at ail 
2 =  moderately
Over the last 2 4  hours to 
what extent have you:
1 =  slightly/little/occasionally  
3 .= very m u ch /a  great deal/continuously
Enter date 
Enter tim e am /pm
1 Been yawning
2 Had muscle cramp
3 Had pounding heart
4 Had a runny nose
5 Been sneezing
6 Experienced pins and needles
7 Had hot/cold flushes
8 Had diarrhoea
9 Had gooseflesh
I
10 Felt sick
11 Had stom ach cramps
12 Had difficulty sleeping
13 Felt aches in bones or muscles
14 Felt tw itching and shaking
15 Felt irritable/bad tempered
16 Been sweating
17 Had runny eyes
18 Felt craving
Total score (leave blank)
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Research Chapter: Lanre Scale Research Project
APPENDIX C
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Research Chapter: fxxrçte Scale Research Project
Sî Georjcre’^ 
H e a l t h ç ^
SL George’s Healthcare MHS Trus
Our Ref: JC/ilr/98.6.4 S t  George's Hospital
Blackshaw Road, London SW17 0( 
Telephone: 0181-672 1255
9 March 1998 . P a . 018W 73 5304
Ms Heather Liddiard 
Clinical Psychologist in Training 
Psychology Dept.
Surrey University 
Guildford, Surr^
Dear Ms Liddiard,
Re: Neuropsychological deficits following opiate abuse: Implications for psychological 
treatment - 98.6,4 .
Thank you for your letter o f 17 February. I have signed both information sheets and am happy 
to gjve Chaires approval for the study to proceed.
Yours sincerely 
Dr Joe Collier
Vice-Chair/Qinical Secretary 
Local Research Ethics Committee
Please Note: All research should be conducted in accordance vnth the guidelines of 
the EtMcal Committee and the Committee should be informed:
(a) when the project is complete.
(b) what stage the project is at one year from today’s date.
(c) if any alterations are made to the treatment or protocol which 
might have affected ethical approval being granted..
(d) all investigators whose projects have been approved by this 
Committee are required to report at once any adverse 
ejqperience affecting subjects m the study.
UNlVERSrrY or SURREY LIBRARY 1
Inco^rating:
S t G«brg«*s Hospital
'  4  Atkinson Morlc/s Hospital
WHN 045 Bolingbrokc HosiMtal
